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ABSTRACT 

This  congressional  report  contains  testimony 
pertaining  to  two  Senate  bills  (S.  99  and  S.  801)  dealing  with  health 
professions  education  and  nurse  training  and  with  the  National  Health 
Service  Corps.   (The  National  Health  Service  Corps  Bill,  S.  801, 
provides  for  redefining  health  manpower  shortage  areas,  using  the 
Corps  only  where  there  is  demonstrable  need,   increasing  the  number  of 
Corps  assignees,  phasing  out  the  scholarship  program  and  transfer 
into  a  voluntary  program,  and  revising  the  Corps  private  practice 
option.  Highlights  of  S.  799  include  continuing  the  health 
professionals  and  nursing  student  loan  programs,  salvaging  market 
rate  loans  and  programs  for  disadvantaged  students,  providing  support 
to  stimulate  primary  health  care  physician  services.)  Among  those 
persons  providing  testimony  were  representatives  from  various 
educational,  medical,  and  nursing  associations;  educational 
institutions;  and  state  national  agencies,  Also  included  in  the 
report  are  articles  and  communications  dealing  with  health  manpower 
distribution  and  needs.  (MN) 
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WEDNESDAY,  APRIL  8,  1981 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Washington,  B.C. 

The  committee  met,  pursuant  to  notice,  at  10:40  a.m.,  in  room 
4232  Dirksen  Senate  Office  Building,  Sen.  Orrin  G.  Hatch  (chair- 
man) presiding. 

Opening  Statment  of  Senator  Hatch 

Present:  Senators  Hatch,  Kennedy,  Hawkins,  and  Quayle. 

The  Chairman.  We  will  now  go  into  the  hearing  on  the  Health" 
Professions  Education/Nurse  Training  and  National  Service  Corps, 
and  with  appropriate  apologies  to  you  folks  for  having  to  wait  this 

Tjoday  we  will  be  considering  a  megor  restructuring  of  several 
existing  health  programs  to  reflect  the  changing  realities  of  health 
care  delivery  in  America  in  the  1980's.  These  bills  are  S.  799, 
dealing  with  health  professions  education  and  nurse  training,  and 
S.  801,  dealing  with  the  National  Health  Service  Corps. 

Last  September,  during  oversight  hearings  chaired  by  then  Sena- 
tor Richard  S.  Schweiker,  this  committee  began  an  examination  of 
the  changing  trend  in  Americans'  access  to  health  care  services. 
The  nucleus  of  these  changes  is  the  inescapable  fact  that  between 
1978  and  1990  there  will  be  a  50-percent  increase  in  the  number  of 
practicing  physicians.  America  has  never  experienced  such  an 
abundance  of  health  care  providers  and  it  will  mean  many  con- 
structively competitive  changes  benefiting  both  patients  and  medi- 
calpractitioners. 

There  will  also  be  additional  problems  for  us  to  solve.  Last  vear, 
for  example,  Dr.  David  Rogers,  president  of  the  Robert  Wood  John- 
son Foundation  pointed  out  that  even  with  the  ongoing  massive 
improvements  in  access  to  practitioners,  many  Americans  would 
still  be  left  without  convenient  access  to  a  personal  physician.  And 
of  course  we  are  all  concerned  about  the  costs  of  this  access. 

However,  at  this  same  hearing  we  heard  from  Drs.  Schwartz, 
Williams,  and  Newhouse,  a  eroup  of  researchers  affiliated  with 
Tufts  University  and  the  Rand  Corp.,  who  presented  evidence  of  an 
influx  of  physicians  into  more  rural  areas.  I  am  pleased  to  report 
that  the  committee  has  received  an  update  from  these  individuals, 
discussing  additional  findings  highly  supportive  of  their  earlier 
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encouraging  conclusions— this  report  will  be  inserted  in  the  hear- 
ing record  following  my  statement. 

These  changes  in  our  country's  health  care  environment  greatly 
affect  the  future  of  the  National  Health  Service  Corps.  A  program 
Congress  initially  developed  to  improve  the  delivery  of  health  serv- 
ices for  those  Americans  least  able  to  receive  them,  the  Corps' 
recruitment  was  to  be  voluntary.  It  was  to  last  for  a  fixed  and 
limited  amount  of  time,  until  a  private  physician  would  become 
available. 

During  the  last  two  Congresses,  the  size  of  the  Corps  was  expand- 
ed. More  scholarships  were  made  available,  and  by  1990  this  expan- 
sion in  the  National  Health  Service  Corps  would  make  the  Corps 
4  Vz  times  its  present  size. 

Yet,  today  can  Beldom  be  yesterday.  And  it  would  be  as  unfair  as 
it  would  be  financially  imprudent,  to  keep  the  current  Corps'  for- 
mula as  is — to  do  so  at  a  time  of  a  physician  surplus  and  a  reduced 
aggregate  Federal  financial  base.  This  is  a  problem  S.  801,  is  in- 
tended to  solve. 

My  proposed  National  Health  Service  Corps  bill,  S.  801,  provides 
for:  (1)  A  redefinition  of  health  manpower  shortage  areas  and 
applicable  procedures;  (2)  UBe  of  the  Corps  only  where  there  is 
demonstrable  demand;  (3)  growth  from  the  current  2,060  assignees 
to  the  2,500  level  for  at  least  3  years;  (4)  phase-out  of  the  scholar- 
ship program  and  transfer  to  a  voluntary  program  by  1990;  (5) 
revision  of  the  private  practice  option  to  provide  partial  subsidy  for 
individuals  choosing  this  alternative;  and  (6)  a  request  that  the 
Secretary  of  the  Department  of  Health  and  Human  Services  give 
full  attention  to  the  surplus  of  scholarship  recipients  who  will  be 
available  for  service  over  the  next  5  years. 

The  second  bill  highlighted  by  today's  hearing,  S.  799,  is  also 
affected  by  the  changing  trends.  In  1963,  the  Congress  enacted  the 
Health  Professions  Act  to  help  alleviate  physician,  nursing,  and 
technician  shortages  throughout  our  country.  Ovet  the  years  pro- 
grams under  this  act  have  been  broadened  to  provide  financial 
assistance  to  both  health  professions  institutions  and  students. 
Today,  18  years  later,  we  are  faced  with  increasing  numbers  of 
physicians,  increasing  diversity  among  health  professions,  and  a 
continuing  bedside  nursing  shortage  for  which  there  is  very  little 
the  Federal  Government  can  do.  A  thorough  look  at  titles  VII  and 
VIII  of  the  Public  Health  Service  Act  is  not  only  appropriate,  but 
crucial,  in  light  of  the  ever-increasing  and  competing  demands  for 
Federal  health  dollars. 

Highlights  of  S.  799  are.  (1)  The  health  professions  student  loan 
program  and  the  nursing  student  loan  program  will  be  continued 
using  the  available  revolving  funds;  (2)  market-rate  loans  under  the 
existing  heal  program  will  be  salvaged;  (3)  a  new  program  to  pro- 
vide support  services  and  training  opportunities  for  physicians  in 
underserved  areas  will  be  launched;  (4)  support  to  stimulate  and 
maintain  primary  health  care  physician  services  will  be  continued, 
and  (5)  disadvantaged  student  programs  and  support  for  financially 
distressed  schools  will  be  sustained. 

My  bill  also  addresses  nursing  problems,  although  there  are  no 
magic  Federal  solutions.  There  are  severe  problems  in  nursing 
including,  a  low  wage  scale,  little  or  no  career  mobility,  unattrac- 
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tive  hours  and  Charles  Dickens-like  working  conditions,  problems 
which  cannot  be  solved  by  traditional  Federal  approaches.  Recog- 
nizing this,  S.  799  continues  nursing  student  loans,  supports  special 
projects;  and  assists  in  meeting  the  need  for  advanced  nurses' 
training. 

I  feel  confident  that  these  bills,  S.  799  and  S.  801,  reflect  and  are 
worthy  of  the  years  of  hard  work  and  ongoing  accomplishments  in 
our  Nation's  medical  community.  They  exemplify  the  progress 
achieved  in  our  health  care  delivery  systems  and  now  the  people 
working  in  these  systems  are  distributed  nationally.  They  acknowl- 
edge and  build  upon  the  moral  capital  the  earlier  investment  of 
time  and  effort  by  Americas  health  professionals  have  made  possi- 
ble. Today's  hearing  is  the  keystone  in  this  arch  for  all  of  us  to 
build  upon.  This  is  why  I  thank  you  all  for  coming  today,  and  along 
with  the  other  members  of  this  committee,  pledge  to  work  with  you 
during  this  leanest  of  budgetary  eras. 

[The  text  of  S.  799  and  S.  801  follow:] 
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titer*  »  totur  a^otmmlc  dutrtbgttcn 
*f  health  tan  earrioee.  and  •  ranter  **•- 
tUKy  dtotrttatton  among  HuHctoi, 

Tbouth  agurta  ttoarty  abow  a  ttar* 
ph»  of  phytAeian*  tad  other  bnU  ear* 
provider*.  I  aa*  eoocerned  aliartaga*  cUXt 
nmitn  taUaeiltoadaf  wantecAn— dfor 
Mort  highly  ASM  tad  trained  mm 
^•dtlUtt,  enJarte*.  and  advancement 
which  er*  not  *omp*tltrf*  with  other 
Mmn,  ■■attractive  hour*  end  working 
eondmoaa,  in  Motntau  to  *«rr**nt 
bmw  aborUa**.  Thar*  to  »  lba*x*i  rota, 
UateHft  ilaajaad,  tn  allmtraittnt  (hut 
abort*****.  Through  tlti*  YXXX.  Th*  Huree 
Trahting  Act.  w*  can  halp  taprart  th* 
ettrntrven***  *f  Um  atsratng  pral— tea, 
put  — ptam  tm  etmr  mobCitv  ftr  dl* 
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97  Mr  HATCH 
1  TH.  A  tKS  to  emend  UM  I*Ubll«5 
Health  UnlMi  Act  lo  mi*e  and  extend 
titto*  VTJ  tod  vm  of  MCA  act  wtth 
retard  to  traialn*;  tn  health  pro* ration* 
tad  nuratng.  end  for  other  purpooo*.  to 
th*  commit U«  on  labor  and  Human 
IU»ourc— . 


Mr  HATCH  Mr  J-ratidcnt.  I  us  today 
tatroduelng  th*  Health  proiawiotu 
educational  Aattotaoe*  and  Hum  Train- 
tat  Act  of  IMl.  Thto  to  •  thorough  ra- 
eaarmnnUon  of  utla*  VH  and  Vin  of  th* 
Public  Haalth  aarric*  act.  vhlch  pro- 
vide*  for  rvdtrtl  program*  affecting  th* 
education  of  th*  haalth  profaatkeato, 
t^M^t;  num*.  Tbto  UU  buQde  upon 
th*  wort  don*  ovar  th*  tort  t  mn  by 
th*  atonal*  Corn-rut  tee  on  Labor  tad 
Human  IMeourea*,  **p*etafly  our  dto* 
ttafuuhad  former  coU**fU*  Secretary 
Hkhard  8.  Sebwatfcer.  However,  tn 
ncocnttioo  of  th*  currant  budgetary 
comtratnU,  thti  US  to  toan.  It  reflect* 
•  number  of  hard  daemon*  that  mar 
not  b*  popular  but  vhlch  ar*  toy  con* 
attend  Mdament  a*  to  y-her*  th*  hl«hast 
Federal  priori  U««  art  trthin  th*  eeop*  of 
thto  tofUlatko.  A*  a  mult.  *om*  worth* 
while  program*  hav*  not  b*«n  cootinuad 
and  to  a  number  of  potential)";  uarful 
area*  new  Initiative*  bar*  not  b**n 
•ought  How mr.  X  better*  that  thto  bm 
dow  juetic*  to  th*  moat  prtaelnt  n*cd* 
rtvhtn  th*  health  proftMiona 

Mr  bill,  ta  dealint  with  institutional 
support,  special  project*,  construction, 
tad  other  traditional  am.  of  support,  to 
raided  oy  on*  overarching  prtnetpal 
That  Uver*  will  b*  •  av-httanttol  phjti- 
elan  "turpi ui"  by  th*  mid-lMO's  and 
that  thto  will  mult  tn  substantial 
chant**  tn  th*  dcllr*ry  of  health  car*  tn 
tht  United  8tat*t  Prrvloua  haalth  man- 
pom  to«totoUoa  ha*  had  lu»t  th*  oppo* 
alU  purpoa*-  To  aUrrUU  th*  phytklan 
ahortaa*  Th*  chanc«*  propoaad  tn  my 
bta  art  tn  part  *  tribute  to  th*  auom*  of 
that*  p**t  efforta 

X  am  convtocad  that  the  aurprua  win 
mult  tn  mor*  competition  araoruj  pro* 


through  Mhaneaoaant  of  thetr  adooa* 
tional  credantlato  and  prortd*  oppor* 
tunltla*  for  adrancad  sum  tralnttt. 
Further  through  toan  and  (rant  pro- 
tram*  under  th*  XSfhar  Education  Act, 
wo  can  conttnu*  lo  aeetot  nuratnt  ata* 
deoto  ta  obtatntnf  financial  aeaUUno* 
for  thatr  •duoatton. 

Xn  rrrktof  th*  health  manpower  Wi- 
tototion,  my  bfS  attempta  to  focua  th* 
limited  mouroat  on  th*  v*ry  few  araat 
which  ttffl  n**d  rtdaral  attention: 
BtUnulatint  tralnta*  m  primary  car*  and 
rahabUlUttT*  medicine;  aaaurtng  ado* 
tuata  prof eeatonal  eupport  for  rndmd* 
onto  who  practio*  tn  under raned  araat: 
bnprof*=;  •>*  attract!  i  an  a*a  *f  th* 
nuratnt  pntmf^n:  batpent  haalth  pro- 
f  eaaton*  achoota  to  attrtct  and  retain 
mor*  dtoadrantatad  atudento;  and  aa* 
atotint  health  prof  eaalon*  achooto  to  aur- 
t\n  limited  parloda  of  ftiwnctoJ  dtotrwaa. 

•pattflcaBy.  lb*  main  feature,  of  my 
boar*: 

nret,  th*  haalth  education  aarlttann* 
man  (HXAU  protram  under  which 
health  profeeakm*  atudanU  can  borrow 
throuth  the  prrrat*  loan  capital  aw*  at 
to  ftnanc*  th*tr  education  la  oonttnuod: 

•ecood.  the  health  prof  oationa  etudant 
loan  protram  and  th*  nuratnt  atodent 
loan  protram.  which  prortd*  direct  loan* 
to  health  profile* on i  atudanU,  ar*  al- 
lowed to  eocttntt*  uatnt  fund*  •raUabl* 
from  the  rrvoinnt  funda  tntamt  rat** 
under  th*  protram  ar*  toeiaeeed.  Ho  new 
fwdaral  appropriation*  ar*  needed  for 
thto  protram; 

Third,  the  national  Haalth  Serrlca 
Corp*  atholarahto  to  tranafcrrcd  to  title 
tH  of  the  fuUk  4aalth  ttorrle*  Act 
where  tt  to  covered  by  another  bill  I  bar* 
Introduced  todaj. 

rourth.  th*  extotmt  program*  to  atlm- 
ulat*  prtmary  care— family  medicine, 
leneral  Internal,  and  pediatric  medi- 
cine—are  mtoad  and  continued  Thto  hv 
elude*  eupport  for  mldency  protrama. 
program*  to  tram  atodent*  and  teacher*, 
and  support  for  family  medicine  depart- 
ment*. 

rtfth.  two  new  provision*  hlthltoht 
Important  area*  of  concern  for  th* 
I  MO**  frofeealonal  eupport  for  health 
ear*  provider*  practklng  tn  undemrvad 
arte*  and  training  need*  to  phrtlcal  and 
rehabUlUUT*  medic  toe. 

Sixth,  aa  «xtottoi  program  to  aeetot 
health  rrof  eaaton*  achooto  to  rum**  lim- 
ited period*  of  financial  dtotmt  to  con- 


tinued but 

fOTK. 

•rrenth.  th*  dtoadrantagad  aaatotanc* 
program,  dealsmad  to  help  health  prof ee- 
atona  achooto  ta  recruit  and  retem  dtoad- 
raaUged  etudanta.  to  continued: 

Cghth.  prolan  grm&U  for  pubU* 
haalth  and  health  admtototration  ar* 
aonunued:  and 

Ntath.  apeclal  project*  and  adrancad 
tialnrnawiniTludlnt  Bum  practlUac- 
ere— for  nureee  ar*  rertoed  and  contin- 
ued. 

X  urea  my  coneagua*  ta  Join  me  tn  eup* 
porting  thto  bin.  X  racognta*  that  to  do 
to  th*y  mutt  put  ealde  (pedal  tntamt 
concern*,  raoogntrtng  th*  paramount 
need  to  mtrato  Isadora]  expeodlturat, 
Thto  bill  *xempUto*  bow  thto  toal  can  b* 
acoompltoh*d  mponalbty,  by  aaaurtng 
that  th*  moat  critical  naada.  both  old  and 
new,  ar*  met. 

X  Jk  unenlmou*  conaent  that  th*  text 
«f  th*  bill  be  printed  m  th*  Racoaa. 

Thar*  betnc  no  objection,  th*  bill  wa* 
ordered  to  b*  printed  ta  th*  Racoaa.  a* 
follows. 

a*^t 

*«  II  *n**U4  a*  iae  t*+*U  0%4  JTewe  •/ 

**pr**++HHrn    #/    th4    V*U*4    Sl*U*  •/ 

iwrtM  re  c**rr*M  TTae*  (.)  UUe 

Aet  eir  a.  rtu*  ea  *ae  "fUelUh  Premaloa* 
atoyatataeai  Aeaietaaee  e*e  Murae  Tteiaiag 
Ae*ef  INI" 

(b)  gaeea*  ae  e<a«rvu*  epeefeeiiy  pro- 
vie**.  va*ae*er  la  tau  art  aa  e**e*4*e*at 
er  rtauel  U  aapreeee*  le  teraea  ei  aa  eeMoO- 
■mi  ta  er  repeal  er  e  aeeUoej  er  etaer  pro- 
ruioa.  Us*  nhrna  efcau  •*  *eea**ere*  M 
a*  *****  t*  e  khu*  er  ******  eewuioa  ct* 
U>*  U**lUk  **rrVo» 

emenve  **r» 

Oac  I  Vaetpt  m  **a*r*n**  *pee*a*aflf  pre- 
na*e  UU*  Act  *a«  um  <i*n*w—  I*  ea* 
rep**!*  n*a*  ft?  tale  A«t  *n*ii  t*a*  *****  ** 
OeteOer  I.  IMl 

TTTUI  !-^MXXD*rXMTa  TO  TTTLt  VD 
p*et  A — AM»K»M»»«-r»  to  OrM*m*k  fvoreuoMe 
UMTTtnoM  or  «•*  or  tmOfturwMt 

**».  iei  aacuoa  too  i*  r*p***»a 
••rorrrtoMi 

a*c  ><n  (i)  teeMaa  vol  (I)  I*  aaaeade* 
ter**4  ■*  loUo*/* 

*(D  Tae  ura  *>Mproat  r*r*n  t*  tne 
eutue  t  ea  *«utr  evu*  *a*  epwtu**  a? 


part  *f  Um  a*t  **rtue*e  *r  «ra*rb  laura*.  *r 
v**f  UvTuUr  lasira.  U  Uu  ***»at  1  ear 
prlfaM  UMrabotaar  er  UMlrMw*!  " 

<*Hi)  *«ct»M  Tot  la  aaaeaae*  try  tuuia* 
eat  e«v«*T*aa  (I)  *jm)  re* eeunaaUa*  F*^*- 
aveea  «)  aeaarafrapa  it) 

II)  *«<uaa  t*KI)  I**  N«*»t«iMU4 
*7  p*s*e^*pb.  (t)  t  uu*  *uaee«Uaa|  h» 
eae*fid**_ 

|A)  *r  «rUlA*  *Mt  ~»  ica  nl  vrhica**  *a* 
tm**rtu«  In  IWru  UMraoT  twweu*  >*jk~ 
U*  er  aaapraat  pnve**  e*a«ol  la  e  *t*u 
Ui*i";  an* 

(Bl  *j  *a*tn«  M  Um  **4  UMveot  Um  lot- 
1MU|  TtM  l*rm  *r**\Mt*  pr**r-«  Ln 
a**lta  tdeUalMre'loa  mm  a*  *o  e**ra*Hi< 
(tWuam  prOfreM  la  e  puMM  er  aooK^t 
pnrate  laeUtuUea  la  e  *****  taM  pro*t*« 
trelala*  i*«41a«  U  *  er*4uUe  «*fr«*  ta 
heaiU   MmJtimUM  «r   *a  *e,ulv»l«i>t 

**\t\*  leruoa  vol  la  rertaer  aaaaaaed  *7 
l***rUA*  after  eamraea  III  IM  r****lf- 
eaud  ft?  *aaa*ett*a  (alio  t  tKtoeecUoai. 
ta*  f ouewta*  mr*  *«<*»»> 

-it)  7a*  term  <«e<r**iM«r  •**•  appu** 
la  *  *caaol  *r  aaa****ta*.  ecteopaAkr.  «MUa- 
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UJ   ^ttfMtl  *f  pUblM  bMUk   *t  •  f*«4 

teate  prog-man  »•  Molt*  aJralatatrettoav 
•Aran*  •  KkMi  a*  program  tkel  U  accredited 
ky  •  revo-j-aia*d  body  «f  too* Ma  »yv«tW  for 
•ach  pw'Pta*  by  tka  etocratary  *f  e"4*t»iio*v 
•ic-pi  ib*t  •  ae*  •  Jvoo*  *f  program  th«t 
by  reaaoa  *f  ka  im«6«m*<  p*i  M>4  *f  apam 
tk>a  M  MM  »t  tlM  un  ftf  *ppUC*U*a  f**  • 
ft*Uv  lit  contract  un4»t  IkU  lilte  a  lift  baa 
rot  •  *  raditatkm  ay  *w.k  •  rev^nir«4  bogy 
*r  Min  akatl  k*  <wa»l  *ccre4ii*4  f*c 
pMTpciw  of  i*'»  tut*  if  ik*  kecn-tery  af  tdu 

CalU-ft  find*  */l*C  COnawlt*tM>n  a>  ft  <k*  »pv 
aeoprtat*  er«re4mtH>*  koda  »i  bodiea.  ikat 
tker.  u  imkmMi  aeawmac*  Ui.i  Ms*  Kkooi 
a*  program  «U1  MM  Ik*  nrcragltattoa 
•taadarg*  of  *t*ek  body  4*  bodice  pcH*  Co  Ik* 
Wf '  r  « > n  j  of  tka  u*4«mU  pit  lot 
tke  normal  graduation  d*t»  Of  th*  if*t 
Urtrf  cleee  Ik  »uck  eckOOC  *»  program  ™ 

|di  8*t*>*n,  TOI  U  furtker  UMftM  by  re- 
designating* H'H^M  it)  tn4  < M 
part(tepka  < Itl  tad  (Ilk  re»peet.»aly  ana 

ky  l*v-fU»g  after  pcre^f  »fe.  (!)  the  f' 
Uvlrg  new  paragTapk* 

•(•i  TV*  tare*   iiu«4  kaaitk  yeraoa 
mean*  Ikdlctdueu  trained  (I  the  aaaocl- 
ete  burtkumu  -neater*  *e  doctoral 
fra*  Ik  •  bctitk  c»r*  ret  • tee  *rl«fv-» 

Vltfc  reipooalblllt-  for  Uva  4*1 1 ♦♦Ty  of  health 

car*  r*  •  ted  oac-rieee  j  including  ••retcae  r*» 

Uled  10  th*  l«NUtMIUM    *eniU*tloa  »< 

f»r»\»fitk>»  *f  4U*eee*  and  dJeordera,  4ict»ry 
iM  AKtiilen  tmlM  kaaitk  promotion  re- 
titK'liiiki  uvi  healtk  i^imu  nttn'ct- 
■Mat  i  hut  vbo  for  the  purpoeee  of  tbu 
till*  are  not  ini  id^  of  achooU  of  medi- 
cine i*tec-p*th-  4*Otla.ry  »«uriiw-T  OvkU. 
*m»  »p i ornery  podUtr?  CMroprMtlc 
■wj  >vl>n«  b««ah  oo  »vir»in|  or  •  trtdvi' 

•  t«  BVnfTkn  IB  botltb  *4l*»ln  ro'HM 

1 10 1  Tko  Utm  xhool  of  •)  >r4 
MiM  •  public  or  Ron  roll  f •  *•[•  junior 
COUrf*  colloc* 

i  A I  which  prv*i«««  or  con  pro«td»  prk> 
(r»rn«  o<  Muc*uuo  la  a  ti»>  launo  or  allU4 
koolth  loatflkl  to  •  ka<  at*  m  «*«ocl 

•  to  *#tf*»  ior  •«  •««!■'•  aitl  4*{tao  of 
Ollhrr  i  or  to  •  rrv>-»  arrant » 1  iv  '< 

ill  %hlck  »f«>  ,d*a  tralruni  fur  not  Ira* 
than  •  total  af  t»*0t)  p*r%on»  In  >h« 

boaltl  cumrwl* 

"tCI  *klch  tCwlMtaa  or  la  alt uatad  wttk  a 
taachioi  koapiui  aa4 

■  Di  «nick  u  ai«r»dlt*di  hy  •  f  orrxitad 
ko<»  or  bodiaa  •ppro»*4  for  »ui  h  purpoaaa 
kT  tha  Sacrotary  of  rducatiwr)  or  wnick  p'a- 
to  tba  •oc*»t»ry  »»tt»f»(  v*y  •Muranoo 
k?  ac-rodtftn|  kody  or  aod>»*  tkat  r*a* 
aoeiou  »ro<raat  it  kolnf  m»ja  toward  a*, 
crrdu  1 1 ton  " 

trt  f>-ctloc  TOii  in  i  tut  ra4r*t<nato4  ky 
wkmwi  i4t  of  ihu  aaciloni  i*  •maodod 
kl  l  vmnf  tha  Common *«a' tit  »r  krfor* 
lf  «  S  rthara  U»r<tA*  U»o4*.' 

<fi   tartlott  TOI..])    <m  n»'#4  »y 

•  ul  k  ft  i4l  r  Ma  Mw-fum  i«  •m»Mlo4 
by  fti>  n  t-crrtl  ;i<  b  x|y  or  t  J  *>  that  r»a» 
•OPtir  pr^rrr««  l»  bainj  i  »dr  to«»r4 
ac  frl  a  loo  " 

w»*  r>noL  aawiifar  rorwr n.  on  Nratrn 

f  -  101  (at  T-r  <^tton  r»*<t  o{  tor  iota 
tIC    *  J      amrr  !  t  U)  r**4  4,  f  .  < 


i*»  ky  laaartln  "kM0*f  koforo  >araono 
•  two  k*r%«*»  of  tkatr  aaaeakvam" 

(•>  ky  WHIM  kwt  "/ana  ft    C  D   3  9 

it.  ky  nmiM]  »Mt  ataaaa  ,.t  aa«  laaart^ 


taoitt  b*r«oft*«l  larorratua*.  t>ciw4Jtw| 
•twdJa*  of  tka  a*a4  for  iM  twpr1?  or  k*«ltk 


<LU   OW  > 


iB.  <*ruoft  T  .  oi  >•  airrndrd^ 
til  hr  aim  nr  out    r>^'»»»'7»di  rdu<»> 
tion    a"»r     v»    >ral  Ad-t*,^y  Council  oa 
it*t.  h    tr^d  loo     l(  la  itau  tt.r*  or  f**» 
aor  rr 

1 2i  or  atr*klr<  ->.jt  -  itMiinn'ti  •n.d 
lraart-f  la  t'a  j  i,f»of  0/  th,  da  tfiU 
of  "■•  Oratory  1 

1  ly  atf*  n<  />,jt  l«anty  aftrr  "aha 
aha  ha  Ck»l'*wc  or  th»  C  uncU  and"  and 
IO»#f  7t<  la  U»w  i&araof  taanty-ta->" 


to»rk>—  Utlaoa  or  tka  otkoou  ui  rr*4«*M 
ftrOfrarM  aralitod  aadar  UU  UOa  UMlw«ia« 
at  laaat  oa*  raaraa—  tatl**  frar»  aack  af  tka 
tfpaa  of  atkaaki  *a4  prof  raoat  4-rB  aod  l*  pvs. 
aftapka  ,«>  aad  , «0|  af  rant* a  TO l  " 

it»  ky  atnkla«  ovt  t»a  la  riaua*  {I) 
*a4  taaartlag  ta  U*w  Uaraof  tkroa  **4 

i*>  ky  la—ma*,  tataraa  or  raat«**ta.* 
aJVar  kaattk  ^rafoaateaa  ackaola,  ta  «i»«*aa 
(I) 

1L1  kaetiaa  ft)  u  funkar  wmm- 
im  ky  otnaiat  out    <*thar  <kaa  avkpart 

II  af  part  O  tkaraof  >  ~  aack  ptao*  it  *ppaara, 

aa4 

111  ky  rtnatai  aut  ~ka"  la  •vkaactloa  IC) 
*a«  laaaruai  ta  Utw  tkoraof  ~U»  kacra. 

»*nr 

tovrnca  rovMa* 
»ac   104  kKUoa  *0J  la  i*aMH 
|l)  ky  »U1lt*»  out  "!•»•,  an4 
III  ky  twiU|  out  twkaactloa  [kl 

•acoaas  air*  •rvm 
Stc   104.  Tba  aaooad  atatonca  Of  aacuo* 
T04i.,i  Urrpaaiaa 

voMtv-raarmtvc*  antn  iiminutiihop 
•rc  to*  tactloa  TOT  la  mrnotf  c*  read 
aa  rotlara 

"KOKimnramr  wmt  tONiwirraanor  oa 
kmrvno*  • 

"«*<  TOT  Votklai  I*  tkt»  V  lo  •ball  ka 
CtiMtrvad  aa  ovtkoruutf  any  dtpai  -Oitnt, 
a<aa<y  Ofkoar  at  oraployaa  of  >  h*  Uaitad 
fttataa  ia  natla  aay  dira<tiurt  o**«  ot  >v 
parvtatoa  af  or  control  o*at  or  unpca*  any 
raqulramant  or  condltloa  a  a  rrrprxt  lo  tk» 
paraonnal  currtculvm  rAr»ho4a  of  inrtrvto* 
lion  or  adauai*  trot  ion  of  rny  Inatttxitloa  " 
aaaLlK  raortMioM*  kaya 

Ice  |0T  |*|  ftactioa  fOI  i«  rraondad  ky  ra- 
dari4i>»iin|  •vttaactioo*  /•<  in  *k4  i(l  aa 
•vQMctton*  in  1(1  »»4  hi  raapoctitaiy 

loi  ftactloa  101  10  fvrtbr*  *av*ada«  kf 
•tnlinfout  •xibaacttorva  <•(  tkroxifb  idi  tod 
taiortiac  ta  U*u  tkaraof  tka  roiio*in|  aa« 
aukaacuoaa 

»cc  tdl  (oj  TV*  Socr*  *ry  *kaJi  aatrUUk 
a  »ro«T*/a  M  coUoct  compij*  *a4  raalyia 
4* la  oa  »*allA  orofraatoa*  prraonnol.  Iaclu4- 
U>|  aitoaatnt*  onyUtuaa  t_>taop*t  hie  ahy 
oictan*  dsatuta.  pr>»rrA*ct»u  oplomrtrut*. 
podUtrut*.  aaUrtnarian*  public  kaolin  par. 
aoool  kaaitk  c»ro  adavtnutratloa  partoAAal. 
aura**  all  1  ad  kaaitk  paraoanoi  *a4  any 
at  bar  ktattk  poraoaaol  In  Italaa  4n>iMlr4 
ky  thr  8a  r»»»ry  10  ba  laitudod  la  in*  pro- 
tram.  Suck  lata  thai  1  UKtudo  dot*  raaoact- 
Mf  lb*  tra.lD.iri'  licoatura  *'*tua  iimtudtnf 
parmtnrnt  (•mporary  partial  limltad  or 
loatltutlonail  placo  or  pitraa  or  prccttro 
profauioaai  •panaitl  practic*  ch*r«ct*tia- 
itca  ptaca  *n4  data  of  kirtb  aa>  and  axlo> 
rcoQurru*  Oar  1 1  round  of  batlik  prof**aton* 
paraonbat  *nd  ruck  other  fimofriphic  In* 
rorrni'toa  ttfrCtnf  b»»l^  profraaiona  paf- 
a«ml  aa  tba  krera'ary  m»r  r*Qi>tra 

<bl  !a  ctnyini  out  r.ut*a<tion  it)  iha 
Sarrattfy  •b*u  foil  act  •••iut»U  lnfoftr>»i»oa 
rrocn  pubtlc  or  pn»»ta  *nt  >i*a  Th*8*crr.»«ry 
m»y  atk*  frtou  to  tnd  oo'or  Into  con'racv* 
wtih  p  jB'Ic  and  priv  *n  >tM*a  t>r  ihr 
col  *  of    inform*     r»    not    o  hrra'i* 

*i  at;ahla 

1  Tbt  J*r»»i»ry  l"i  rocparallon  vltk 
•  ppr.rpru'a    pub  ic    »rA    prlrtto         1  la*. 


21  (Ortd>wt  1*  pc.  »M.  f-,r  the  o  rd'ict 
1A1  analytic  »nd  daa-ripurr.  aludlrr.  of 


•  ►  pra)*tuan*  r*uua«  va  tmck  k«a« 
aa4  rwppty  la  tka  fwtara  wapuil  ti«rr|. 
(aa  t*  trpa  of  paraaaaal  practK*  rpactaity 
aad  foofraakJ*  lacailaa  and 

1I1  oaadact  *»  proaida  for  tha  *oa4v*t 
at  *aai|rua  aad  daacripu*a  aiwdiaa  af  taror- 
raatvoa  oo  koaitk  ttwdaota  tai-Taa  raal> 
•♦•ta,  *r*4  pr-acttttoaar*  «ka  ara  participai- 
tnc  la  kaaitk  prafaonaaa  odwcotion  and  oa 
kaaitk  aaraoaaat  odacatiaai  t^rograrna  aad 
iMtrtviiona,  lacladlag  taatitvtionai  ra- 
oovrcaa,  atiadaat  Onaactai  f^aitaraaa t*  and 
ia«akta4aa*a.  otadaat  ckaractaricuc*  ruck 
aa  •«•  oa*  raca  otkaicttr  and  rociorcoaoani* 
txKltrowtwa.  «n«  apparaat  raraar  «fMMcaa 
auck  aa  practic*  rpactaitt  and  i^rapkM 
locatloa. 

Idi  Aay  atkool  ptofTam  or  Uatnin*  taa- 
r-xat*ta|  faad*  wndar  thU  till*  or  Utia 
VIII  *ba41  aukrait  aa  *naual  rrport  ta  tka 
6*cr*t*ry  OvKk  r*pon  akaii  rv.r  ' •  1 1  tuck 
laroraiotiott  a*  u  karaaoary  la  *aaut  tka 
ftarrttary  la  carry ina  oot  tku  arctioa  aad 

•  valval 1 04  tka  rracacy  of  taaaa  pro-tram*  'a 
*4drraaln4  attional  hralth  prtotitiaa  T>a 
Bnrrtrry  akali  not  raqvlra  the  aol lectio*  ar 
tranamlttal  af  *ny  Ikrorraatioa  wbdtt  tku 
•vbaacrtoa  thrt  I*  not  raodiiy  c-aliakla  la 

•  uck  Khoot  p  roc  ram  or  t  raining  c*o*ar 
rarormattoa  prowid**  pwrauaal  to  tku  cab- 
arctl**  akaU  ka  coUactod  *r  Iran* ml  11*4 
oa  f  «,  iha  ••wat  barauttaa  akdar  •wb*Mo 
tkoa  if) 

•  Th»  tacratary  »j>»u  awkmit  ta  Oon- 
fT**a  oa  Octokar  1  I  MX.  and  ki*aai*lly 
t ft* -Tartar  tka  rallowiai  raport* 

in*  aoanprat •**!••  raport  ra-rardint  tkc 

•  tatua  af  kaaitk  paraonnal  »c«ordin|  t*  pr*» 
Iraaion  laclvidlng  a  raport  ragcr-jinf  lb* 
anUytu  aad  daacrtpiu*  ctudtaa  caodvetad 
vn4»»  tku  aactioa.  aad 

"(II  •  corapra banal *a  raport  raft -41  n|  ap- 
plicaat*  ta,  aad  rtuarota  oarallad  in  pro- 
irajna  aad  Uutitutlon*  for  tka  training  af 
kaaitk  paraoanal.  including  daacnptloa*  aad 
analyara  af  ttuarat  ladtbtadnaa*  ttudrnt 
a**d  for  Onanctai  aaatctanca  I  na octal  ra- 
aourcaa  to  mart  Ik*  a**d*  af  ttudtnU.  atw 
drot  career  akotca*  awek  a*  practic*  rpaclaity 
aad  r»*V»Ph»c  location  and  tht  raUtioo- 
•Mo  If  any  batarr-ro  ttudtnt  indrktadnaa* 
aad  <*r**r  cnotca*  * 

i*i  ftrctlan  T0i  b )     a*  radralgntitad  ky 

•  ikeaction  i»|  «g  tM«  aactioa  U  •maodnd 
to  road  aa  rotloara 

a  1  Thora  t>r*  •tirtiortrad  to  ka  appro 
prtrtad  to  carry  out  iM«  a*ct<c>a  tJOOOOOO 
for  tka  ftacal  year  ending  kaptrmba*  JO 
1041  end  for  ra<b  <A  iha  irro  •wcc**dlu| 
nacal  yaara  " 

•  Mora  rz-rne-t-i**  ••♦recwcJ  naiata* 
roarrtorja 

f**C  I1**  1*1  f^ilcfi  T0|  t*  nrpaalad 

lb|  nrction*  Ti'>  «nd  HI  •«•  rrdra!|o«'rd 
*•  araton*  >M  and  >10  r««pactlr«ly 
r«  rut  try  <**rrra 

Sac  101  rvcti  »n  i<ni  <••  r*d*tl| n«t*4  hr 
arc*ioa  I04i  bl  of  ir  •  Act  |  i*  amaaded  ta 
raad  a*  fullovv 

•rru  rtoaa   iiiuicii   •■>•  aaanaaroo 

"Sec  TOO  fa)  Oram*  rr»»ir  und.r  thU  tltla 
may  b*  paid  d  In  adaanca  or  by  a>ay  of  ra- 
Imbu-t-rmant  >].  at  4J<h  Internal*  and  oa 
•uch  c<indlt:  ,rj  te  ( - •  ^-rer*ry  may  and 
n*ce*tary  *nd  i}l  *1  h  *ppr  ^pn*'*  *djuat- 
menu  on  »c>  a  ,nt  nt  crerpaymen'*  or  under 
payment*  pr*rio^.«ty  mad* 

(bl  Mo  grar^t  m*r  be  made  or  contract 
er>'*red  If  ■>  undar  tr  •  (if*  <inte«a  an  *pplt 
c  'loo  tnrrrf  <  h**  been  •ubmi"*-J  to  *nd 

•  r>pro«rd  by  the  Secretary  *u.  h  *ppli.ailoo 

•  hall  be  In  «Uib  fortn.  •ubmit  eg  in  auch 
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l*k*r**ar*  ( 


*I4)         IWiUH  r**y  >WHli  IMhttMl  t-^^i^,,^  , 

«ww— »  r*»  ***  w>!  ■■  ■  f  *»mt*«  *%m  **i      .7  IT 

,*H—  -  W-  «*»  *»•  ,.j  m  k,  **i  *« 

Wn("  •**  •*■*»  ••«•*»•*••  ift*  fry  t****v»4  k*f«r*  lk*  y«n«< 

ft*C   lift  IMUM  Tift  <•*  IMHIWK  kT  •  W  ***    MjOOftOft  r*»  tft*  l*t%i  f»»i 

,  I  Oft  l  k  |  ftf  tal*  Art)  I*  M— — <  V»  ftftftlAf)  ••tuakH  fft  itftt  ftfMl  HJOftftOft  r*» 

tft*  •  *r*i  m*  ***«*4  H    Iftftl  "  (t|  ft***!**  T«|(«>||)  M  t-niu 

.  •*  »««  T**™  lit  U  r*»*«^«rk  |C,  »T  ifw^rt^l 

-WTIiTVt^m^MFMtMWf  im  •WOftTHif,,!,  i.ft-^ftlft»^4  ••«♦**«*    »A«  Imwimv  M  Km<N 

•  MUIMI  *lU»  ft*  ft*ftk*  •  |>UI   U»*  fW  **  "J**?*  .  T*!**.**"*1**  ***  ~»W1 

ft*,!*^  tf  Ifekftf***,  t*ftM4F  m||^h  v*j**t  m  '  •  i  *ft  *ftf  ft*<*4  f        ft*  WAft  |  !•*  •  •rp«* 

Utto  m  uim  Tin  MvlMiii  k***«4  *t  **•  ***»  *"  •*J#*  •<  *»4  m        J,  1*  i«k*tft^vl  (D)  ft?  U^rUM  Tor 

*tft**t  k^c^m-  •» ir*iUN  «**i.f  it(M«rf  ft«»**«*»fti  *-»  •*•»»  t*«*»**«  tuft^ftf  r*T  tft*  rwp<>M  *t  m^mum  •  Nr*r»t« 

U*»  t*««M  or  MMWMili  f**»fti  r~t»  *oA*Ot  •"**U  *•»  *"  ••*•*•«  ■**•  •»••*•««••  *rfc««l<i4*    h.f*r»  l>.  W<w^ 

ftr*fr.*i  or  inu*ift«  •••«•*  »/*  •  !«*•,  far     •    ,f  **■  •**»"'»      •*»*  |»i>«wm»i       di  *y  .uiklA*,  «~«    ***    t«Ut  tV  ftrwi 

*»n*jft  iiu44>u  ttltU       ift.  lm  a  "u*n"4  *f*l*  «4  aw-ft  h^"*"1  *w«ft  •«*•  r*i**  M  (fcft  »*-!  •«  >wft***«fr**  ft  ,  I ,  M4 

*«4*«i«  *#*  ift*  r»ci  **••«*  *f  vummMh  **•  *T  kH-«hw»  if1!  •• 

imu  ima  (WtilM  MTrtn  icT — >*ft«»i  *    **•  *T  UM  Io*m  *m  f«*r  *ul>ttf*«T«^h    O,  *M  ifM**U*4  «n««  iu|> 

•»   (Ai*f«M    inhiUw    fr*«»    «k«    rMm  *"<-^fc*  *****  #»ft**«ii**        i*  f*tk  ft*f«J  r*'*4TK>>»         i*«  r*4M»«u«  •M»y^k 

rwt  *-Or-rw  ^  ro.  c^.^^«-       -,»,  lft«  •*  ^IL^m  ^  ^"!T!t  •£*4-"^«  " 

ftft  TWtM  r^UtW  •*  fX***-"  >-»  k~ft  «**~»  MftM«>  ■»>»•*«*»  »»<kft  »tH»Oft  «t»>  k»rr»  |»)f«*««U 

UM  t«l  «*4  vltft  V»  tUI  M  ***  <•  1  5  ~T I  p«n«4. 

********  **  ***V*,r*^*  fAM>t  «•  tfttOT-t  +**m!91  r*T*«*l«  •»  **  *T,t**1"  •**  *»  lk"  NltWJ  *A4" 

•W   til   «MtM*  T)l  I*  M**4»ft  ftf  •irUlM  Im  MM*-*   ItW  U4«  Mk«MUM    <•(    1*         >*'  T«»  1^  I   W  •*»•*»]  ftf  14Mn 

l«l    lft#ft«*»k    t«t    **ft    »»  *««h  iMl  T«M  U*  •*»•»•  9**M  .  MM.  «A4 

ift-rttw*  rk»  « - -  w.  MMM  •.•«»tQft  i*       cu^i  r^  '  -  "         m«*'  <«'<«»- 


«uo-^fcT   ft..(kMrr    ^^i.^  tw4yiM  .vr.no-  ft*  unim  mm.  '  *  ,h*  Mkftfttfti  ft#-  «Hft 


»"  -ft***  Ift  *ftU  MMtlftft  «ft«it  IM  CO* 

it)  Aft  •Pftttr.ito*  to*  •  r>M  *M#»  **r      .u>-  TM       u -j*»M«ft  .«  .uikiuMi  *t"**4  **  «*•  ******  IM  Ift*  ft** 

ft^ftift.^  ft..  •*  p*«  - it;  ^  jr-  ^ ^..trxTftrft,  nJT1  rj:**:^^^*:1^!!^ 

♦on  Hiftwy  e*«  4**<ft«M  -hh  h  u       1 1  r  TW  l**i  ft****  *f  M|  Mft>**u**  i*    I.!.  U^r*!^^-  4W.Tr  iT^^T.i!  !T 

|  **'«*•  (ft*  **T4«4  ft  MM»M  ftAft     t •<>»*«      *V»«l  *i  ft*1Ml*ftl  ft*  nur«(  uftdftf  ift*  p»o 


,        '                \    .    -r*«it -v—  ift*l  *♦  to**  u»«*f  »IUft  *«ftp*rt  ftk*t  ft*  *•*  •Utors*   of   wu»i   •te.oi    *l    4ft*  Hi^htf 

•ftlf  fo*  414*1  roctKM  *f  4h.                   «o*  t,J                       JT^*siZft    tJftirrV  4ftft  IW                ™        U  ft*>».4*ft  ft.  #*** 

tttttftio*  CO* r.rU.ih  rtfiottIK  h  r>/  mMmk  KlilWi  C4*<ft4IO*  Aft  of  Iftfti-  **  t<MU>mr* 

i/*4I«m  **l*ft  4ft*  **rr*i«fT  «*v*nr>)***  i*        *  « « >  *  «*<>»  *h<ik  to  •  k*i*  lftowr«4  u**«> 

ft*  f»**o*i«M«  .4tf1ftu4ftbl«  I*  t*t*  ft«wta  Ol                                 UMnactO**  lb*  |ytn  ««tf  *t  Iftto  tuftpftfl  M|  k*  Wiftftw* 

•  i  k  k»»h  fur  tr*fhi«t|  or  r»M*rik  »ur  B*t  itl  ft*rUu*  TMiftt  to  UUkM  I*  *f  •  «i*t  A*/**  >«  ft4Xki«,»'Ay  wrtdn  mil  u 
(ham                                                                  *»  folic-*.  U*Llt «  M«(*«  Owl*  ftoif  It  «u<ft  iu<k*r(i  u 

•  notmtirt   (oxxrTunoi  'UMmiioww  av  innnrii  rt***.i4*  !«•  4T»*4**V  » 

S*r   111         tX*<(k,»  Ti>  M  kAW,.*%M  u,       •r***                 •»                     «-•"»   v>>  ••»«••« to*  ^  ift*  ••*  r**. 

••*i  •*  r*>tU>*»                                                          ,-Cm  •*«,*A1M  Oft  l"«  I'M  *'<•   M  *P*rl 

tMnuMIM.                                                       m  (ftl  Tk*  IM*J  *f  !>•  lo**4  »***  ?**  '*  W»*F»ph*  <•>  •«<  «C|  •(  ftiw 

_~            5    M         •     *  I*  •  *4w«*nc  l*  ftfiT   ftf**>Mc  .*4f  or  tu  11               »»ft*fft>«*4  *<            UMft  to 

ft*r  W  Th.  ft~'»'"r  ftfttll  H«iifti*r*lly  *,wi,.i.*4  <•*  ««l*«|^  »r  t>ft  ft*<r-.*r.,  ^-'^ 

***»       r*»lp»tmt  of  *r»»l*  to**  t  »b«b          k*  <*'•'•*  kf  Pft4*r*l  lo*A  l*«yi  I     upoft  •                ky  4*ft  ftfti.fcnp'  , 

-T*    *"*    tm+Z?*    •»'ft»l4l#*    Ul>«tl    t*.    IVbt  UK*                    (*>to    •Uftp*rt    *Uf    ftOl    (tC**i  C**»n    4ft*4    CM    *Of>dU.ftft#«*   *f  *.r>| 

bfM*  to  Or  U>»*,  ,    |ft#l     rr^r,  .r>,                           of                      0ft'*op*»M     ***<U»»,  I     «po*  4A.      MM .  «  ,r .«  **.  ^. 

.nH*,,^  »l.  2  *°       .   !  '°  •ftOVWU,  *f  *o4to<r.  (*•  ,  „„»         .  .,t|-  r  

!««••••*  »<if..i*ni  in  •    h  ft*r  «  ^*  •*,«  #ij  v»  i*  ift*  r*M  <»#  .  •ij***i  ,nr 

^  <i  ft  »r*<Jt*<lo«ft  p  *t>»  •*>•]  to  t«if»miM  i*  .  ftctwioJ  «f  ftftftftttftfr  «*  ftuMlf  fc**H 

•  rfftf*!  >r»*  t,  (r*<»  .  *  p4>o«»*i»  i*  k**i4fc  *d«n«*U4r*i  oa  m»i»ti  »•  it.»i 

ft.  »f  .ftift         (.«,  tftftd  4*1*  if.  f  we  lAft  *«K>si»t  Cor  ftii  #<Mft  Lft.ul*«  to**.  «i*d.  I*  **c    l«*     "1  **>  Uo*  W     »i  to  ftm*b«*4 

<!•'•  .*  tft*f>mftfkl  ol  Inu  A'4  *A»  »«»»•«  ftftftU  *0t  ftl  ftfiy  U«*  .|  **<]  *°          *•  ^wft 

^s4»  (,  uiKtiu         mmtit  *i •*).«••  **1(W0  l*>  I*.  r**»  of  •  ho#*o**r  *r>«  u  or  tt  TT»i  (*r*>              iu>u  • 

fc.    ,..J.   .  *   .                 U«        to  ft**ft<J»ft  flBt   <M.,op.rft,  ftoftUfr,    >«trHlin«>r(U  ftvcKrln*    0.'*np*(r.f    4*r  <Ul'f  .••.Hn^* 

in.  ftui  \TJ.«iJr»J ^  .1**^  "*        "  "*  •                           '«  ft*fti<ft  >ftl  rwtv«  Tn  i*  ru.4^*,  •<wrwW  b, 

2fTS*.ii  1*^1.            2  **^*  **««*tolr.l^    rh.  I  'Muttif  1 1  mil  ..n.„f  ^t  ^,.rft    ,     .»*  ft,  ^.  f 

*°                                                                                oftWft  *«4**J  ***t*.ftu  ky  ift*  •»)  ft**    1.  MtoMKil, 


•if*  >•  t«  .pp'i  iu«w    i  «  i  r  i  w  ttm  fti.r 
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Stc  l«T  Subpart  X  of  p*\rt  C  of  U.te  i  II  u 
amended  by  iwrtlni  tfter  m<u»  737  lb* 
f>A'.Ow  Of  &•«  e*cUoa 

-imuflKiTwir  or  nitau  itvokmt* 

3tt  T37A  far  purpose*  Of  d*t*rmlnl:\g 
•.{(tb.*  »tud*nt*  and.  UiU  ptrt.  la  UM  cm* 
of  a  publ  <  K.iooi  In  a  8  *U  that  oC»tt  an 
accelerated,  integrated  program  of  uudy 
oombining  ujid*ffr»d\i»s*  pr*m*dKei  tdu- 
e-tt'oa  aad  medical  education,  leading  to  td« 
vaaced  entry,  by  contractual  Hmiwni.  into 
an  accredited  fdu»-f»*r  *caoo»  of  medicine 
v*";b  provtde*  th*  remaining  training  lead- 
ing to  a  degree  of  doctor  of  medicine  when- 
•\«r  In  tat*  part  a  provision  r*f «r»  to  %  itu- 
dent  at  a  ataool  of  medicine  au«b  r*f*r*no* 
eht.1  tnUud*  ooiy  t  »iud*at  enrolled  to  aay 
of  iM  last  four  ywara  of  »u<h  a«elerai*d. 
Integrated  program  of  Hudy  " 

uiAmtrrr  or  u»«rmrfiox» 

Sic  144.  (a)  Section  733(a)  u  amended— 

(1)  07  »trtkiag  out  paragraph  (l>  tad  rt» 
deeJenatiag  p*r*«T*ph»  (I)  and  (1)  a*  p*rt- 
graph*  (I)  and  |i>  reepecUrely 

(31  by  etrtklnf.  out  "and"  at  ta*  and  of 
paragraph  (1)  I**  rwdwalgaaUd  bj  para- 
graph (I)  of  lai*  •ubeeciloo) 

I  ]  i  by  ttrtking  out  "whether"  in  parv- 
g-eph  | J)  |m  redesignated  by  paragraph  1 1 > 
of  taia  iub**cUoo,  tad  Inserting  In  lieu 
thereof  "wheaerer" 

1*1  by  »mking  out  ib*  p«rlod  at  ta*  and 
of  paragraph  (!)  it*  redesignated  by  p*rt- 
graph  Hi  of  ini*  tubveciloo)  and  Inserting 
In  lieu  thereof  a  eem'colon  and    and  and 

(I)  by  adding  at  tbe  *od  thereof  the  fol- 
loetng  *•*  paragraph, 

(31  ta*  coll  act  loo  of  Information  from 
•h*  borrower  Under  or  eligible  institution 
to  *j**ur*  oompllanc*  with  tb*  proTtalon*  of 
section  711  - 

(bi  Section  733(b)  is  amended  to  read  a* 

"  |b)  Tb*  Secrwury  thai]  rtqulrt  an  eligible 
in*  I  uiloo  to  record  and  mak*  a*all*bl*  to 
th*  t*ad>r  and  to  ib*  Secretary  upon  requeii 
t he  nun*  addrewa.  postgraduate  destination 
and  other  reasonable  V3#n"lf  ylrvg  In'ormatton 
for  *a<h  ttud«ni  of  aucb  Institution  who  hM 
a  loaa  Insured  undar  tbta  aubpart.1* 

U>*W  MIIIMIKTI 

Krc  1*3  Section  7i0ta)  U  amended  by 
striking  out  which  la  located  In  a  Stat*  and 
li  accredited  a*  provided  la  tetclon  731  ib) 
{i>  (»»* 

ilium  a-»r« 
Sic  ISO  Section  7*1  ( t|  U  km*ndrd  to  r*ad 

(*|  Su  h  toaaa  ibaJI  brar  tct*r**t  at  tb* 
ra'*  of  »  prrcrnt  p«  yr*/  ~ 

»itruicnOH  or  aaarra  r»«  lo*i«  rtwi-a 
Ire   IM  Srcttca  7*3  la  amrndrd  by  airut- 
Intf  out    U*3     aacb  plac*  It  kpprara  and 
Inarrtlni  In  liau  th«r«of  1M« 
n*rrow*t.  HtAXTM  arivtci  coir*  ir HOUiiMlr 
nOCtAM 

Sic  UJ  »ac*loa7M  throuih  7S7  ara  tram- 
C«rv»d  to  mi*  in  of  tha  rubllf  Hral'h  ^*r»- 
1c*  Act  and  rrnumb*r»d  aac'lona  M>A 
UiroufbJWO  r**p*ctl»*ly 

Src  1J3  Subpart  V  Of  rart  C  part  0  and 
part  X  of  tli I*  VII  ar*  r«pr%J*d 

rvrt  r>— CriclAi  PtOJtrra 
riooatMi  Att»  rvmfti 
S«C  III  (a)  Fart  T  Of  tltla  V7I  La  rrdra'c 
nat«d  aa  part  D 

tbl  Sactloo  710  U  am*ndad  to  r*ad  a* 
follow* 

raojtcr  **j>»rr*  roa  raMTLI  Mietciwi 
~SiC   7»    I  a)   TTv»  Sacratary  may  mak* 
f  rant*  to  achoot*  of  nvtdlcln*  and  o»t#^palhy 
to  a^lit  in  nvrailOf  tha  toaU  to  iuch  act  oota 
of   pro^<U  to  Mtahiua  aad  onaintain  or 


ItnproT*  tctlnoio  adsaloUtraUra  unit* 
|whUh  coaj  b*  dapartenrau,  dI*Uloa*  or 
othar  unit*)  to  pro*ld*  inatmcttoo  and  ton 
duct  raawtrch  in  th*  flald*  of  family  madi- 

"ibi  Taar*  ar*  auihort*«d  to  b*  appro* 
prtat*d  to  carry  out  thr  prortaloni  tt  thl* 
•action  17  000  000  for  th*  lacal  yaar  auding 
Srpun  b«r  JO  i»r:  tad  *ach  of  th*  n*tt  two 
Da>.al  y**r»  * 

aaiA  ttiAiiM  aevcATioM  uktiu 
Stc   163  Stctioa  7»i(|)  u  aouodad  by- 
ID  Krtxlnd  out    aad    afur    1979  tad 
|ii  by  atrtt"^  out    th*  c*^jj  y*tr  *tdiO( 
Sep  *-rvb«r  30   13*0    aad  lnv*run<  in  U*u 

l.",»rtvf    rach  Of         fixtl  /ttfa  *ndlnc 
limxt  30    910  and  S«p<*mb*r  30  '911  and 
US  000  000  for  th*  flv-Al  jme  *ndis:  S*p- 
i«m>tr  30    13*3  and  *a^b  of  th*  nart  two 
flKtl  y*tr*- 

avrroar  aiavtcia  im  VKtiitutn  aai*a 
Sac    193   SKltcn  7U  ta  aovtnd^  to  r**d 

M  fOl.OWk 

ivrroar  a*  ivies  t  U*  VMacatttvu  tai«* 
Sic  133  |  a)  (1 1  Tha  5«cr*tary  mat  maU 
grmt*  to  tad  mi»r  ln.o  con«r»cU  with 
•.loola  of  tnrdlcLn*  o*t*opathy  d*ntirtry, 
v*t*rltttry  m*d  eta*  optometry  podiatry 
pharcntey  or  oth«r  approprlaU  pub.ic  or 
nonpros*  prt*a^  *n.lt|*i  to  taataa  lh  avrrt- 
laj  tb*  ooai*  of  planning  aatablUhtng  ard 
oprratlng  pro;*<i*  to  provld*  «upporl  nn- 
lc»a  to  hatlib  profvaalonal*  prMilclng  In 
r>ra  h  mtnpo**-  abori*^*  ax*aa  d**lgnat*d 
iinj<r  wiiod  J32  Sucn  aupport  Mr*:c«* 
mtj  in<.>ud*  continuing  aducttioa  aliaf 
ar-  v«*  iokU.  at  r*;*rr*l  atrvu««  and 
p'ao*m*ut  of  i  ud*n~*  In  a  pr*c«p%urtai  r*Ia- 
tLintMp  w"-h  th*  practl  -on*r 

(3)  No  g-ant  may  b*  mad*  to  or  contract 
an  *n  !'y   undar  t«f»- 


g'tpt 


•  n.'ty  agr««a  to  prortd* 
tuppjft  a*rv]c*t  to  an;  phyilclaa  dantut 
»•'•'  ntrtan  optom*  rlat  podtatrtrt  or 
p'larmacitt  ia*  approprlat*  to  lh*  cwtegory 
of  h*a!*n  pro'*>iU>>iaJi  propOMd  to  b*  **r*#d 
by  '*»•  graa  or  co"jtr»cti  «ho  r*qu*#  t  tuch 
u.ikii  wi  ,"i  n  th*  Ixalth  m*apo**r  a,%ort- 
a^*  ax*a  pj\>pu*»d  to  b*  »*rv*d  mv.jdlng 
any  m*ruOrr  of  lb*  Na.->n»l  >l*a.  h  S*rr- 
lc*  Corpk 

iDi  to  carry  out  tctlvltln  rrcju  rrd  to 
b*  CArr'rd  out  u  drr  *rc  ion  711  or 

iCl  udI«m  th*  amount  o*  th*  awtrd  un- 
der i,u  a*s.Joo  li  matched  by  a  no  law* 
'hkA     equal     amount     from     aon  r»d*ral 

li)  rrj-e  man  15  p*rc*ni  o'  th* 

may    b*    u*ed   by    th*    Secre'a/y    to  fund 

>-di  of  pracl  tlonen 


■  \i  U>  the  ty^p^ri 
hrt,  a  manpo<r*r  a 
•    Mn  30  ptrteni 


i  Tundk  be  u**d 

isi  Tun  ii  u  hi-  trt  to  be  appro- 
p  a  ed  to  carry  o  t«e  pro*liior.i  uf  th  I 
t<<*  lj  \  »^rX0O»  rur  flna;  »#»r*nl'Bg 

V/  fnVr   JO    1911  'or  0*- 


yati 


.nd.  ig  S«p  • 


^ic  19*  S*c"on  "U  'i  amenfird  to  read  a* 

«*tM-~t    roa  T>ttt<lMC>  IH   rXTIKtt  *KS  11- 

Src  733  (a)  Ti*  S*C**tary  may  mak* 
grin'.*  to  and  en  er  Ln'o  contract*  with 
tenw  i  ©'  med  cln*  or  o»  eopa'hy  or  o"»*f 
appropriate  public  or  noftprolt  prlvai*  en- 
li  •**  to  a«*l»i  n  meeting  th*  cot  a  of  tuch 
achnoit  or  •n,ltl»«  f<  pro«-id  l  g  proje^  to— 
ill  plan  devvlop  and  operate  or  maintain 
a  phr  i  tan  ret.dvrtcr  LraiiUni  pro^rtm  to 
phjil.*J  meditMv  and  r*  i tMlltailon  or 
"(31  provld*  financial  aaaUtaao*  (in  the 


torn  of  irvlneeablp*  and  rallowahlpa)  to 
raatdeate  la  any  *ucb  program  m  need  of 
financial  aate'ani*  tad  *ro  plan  to  ap«- 
Ctalla*  or  work  la  physical  medlcln*  aad 
rebabllltaroo 

"1  bl  Tb*r*  ar*  author  lied  to  be  appro- 
priated to  carry  out  lh*  provl*lvX)i  vf  tht* 
a*„tlun  11  000  000  for  th*  Cecal  year  ending 
a*pt*a>^«r  30  .J«3  I1JO00OO  for  th*  C»^al 
yaar  *ndlng  SepUmber  30  III4  and 
t3  000  000  for  lh*  Cecal  year  ending  Septem- 
ber 30  ISM" 

r&Arwiwe  c*»m 

S<c  114  Section  7M  l*  taMnded  to  read 
a*  follow i 

t*»*T»  roa  nuniKi  lx  rmiu  Mtaictxi 
ctMisAt  iNTDKii  mUicw  ajra  ccxraaL 
rnuruCi 

"Ssc  734  (a)  The  Secretary  may  make 
grant*  to  tad  •  nter  Into  contract*  with 
achOoU  of  m«d1cln*  or  oateopathy  or  other 
public  and  private  noaproQi  eotl'le*  iladud 
tag  hoeplUO*!  to  aaalai  la  ra**Ucig  the  coat* 
of  providing  project*  to — 

"(1)  p'an  develop  and  operate  approved 
retldency  or  Internship  training  program*  ta 
family  m*dKln*  Vhtch  emphtata*  the  irtln- 
icg  of  r*«id*nu  for  Lh*  practice  of  family 
medicine 

~ ( T)  plaa  develop  tad  operate  approved 
re-tlCency  training  program*  In  Internal 
medicine  or  pediatric*,  which  *mphaa./e  th* 
training  of  resident*  for  the  practice  of  gen 
•raj  internal  raedKtn*  or  general  pedlatrto 
I i i  plaa.  develop  aad  opertte  teaching 
program*  for  medical  aiudenu  to  primary 
car*  ( family  medlcln*  general  Intel  nal 
osedttto*  aad  general  pediatric!)  emprva- 
altlng  praceptorahlp  eipevtencee  wlin  prac- 
ticing phyticlane  and  clinical  *ip*rt*ni*a  In 
ambulatory  •elilaga 

"(•)  p'aa  d*v*lop  aad  operate  pn^ram* 
( thai  may  be  etructured  dlSereni'y  than 
realdency  training  program*)  for  th«  train 
tag  of  phyatclana  who  p'aa  to  teach  In  family 
medicine  general  Internal  medlcln*  or  gen- 
eral padlatrlca  training  progrtma  aad 

"ibi  To  carry  out  lh*  purpoeee  of  aub- 
•ectloo  1*1  ( 1 1  t her*  are  authorised  to  be 
appropriated  I  1000  000  for  th*  Oacal  year 
ending  September  30  1X3  aad  each  of  the 
nett  two  flw-al  year*  To  carry  out  th*  pur- 
poeea  of  lubaectloa  (a)  (31  thar*  are  tuthor- 
Ited  to  be  appropriated  1.0  0O0  000  f<  r  ftveal 
year  ending  September  30  1933  and  e**-h  »I 
ta*  Belt  two  fiscal  year*  To  (.arry  out  th* 
purpoeea  of  eutwecllon  la)  (3)  and  ia)|ll 
ther*  ar*  aulhortted  to  be  appropriated 
14  000  000  for  th*  n*v*J  year  end  Jig  Sep -em 
ber  30  1933  aad  each  of  th*  neit  two  fLacal 
y**ra 

IC|  Vtltlln  it-1  an  »ior!ra'!oO  prov'ded  It 
aubeectlon  (b)  for  the  program  dee>  r  bed 
In  auheectloa  | a l  the  S*<-et«ry  may  pro- 
vide a*  appropriate  fund*  for  "nanctal 
itaj,in<-i  (in  the  form  of  tralneethip*  and 
f*  lovshlpal  to  medical  and  onle^pa  hie 
tiudent*  Ir.  terns  (Including  In^rna  in 
taternahlpe  In  oeteopatblc  medlcln*!  rval- 
denti  practicing  phytlc'arii  or  otaer  mr-di 
cal  paraonoel  who  are  In  need  (hereof  who 
are  participant!  in  arty  iuch  program  and 
who  p  an  to  ipeclallr*  teach  or  wort  In  the 
practice  of  family  rrrdtcln*  g*n*ral  irtar-ial 
ne  aj  pedlalrlca 


med  c 


Sic  IM  S*ct'on  715  U  • 
it  follow  I 


"'rtHAHcui.  nimui  et*rrn 
8<c  735  (*l  Th*  Secretary  mty  mak* 
granta  to  and  enter  Into  contracit  with  a 
achool  of  medicine  oete^pathy  6*n'l*try 
veterinary  medletne  optometry  pharmacy 
podiatry  pubil'  health  or  n<irilni  or  a 
graduate  protram  In  health  adminittration 
that  ta  In  aerloiu  (Inanclal  dittr*M  tor  the 
purpoeea  of  asalttlng  tuch  achool  or  program 
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»u  +i  *v*rai>o*>  if  .\xn 
■  fltvanrtaj  .uiu«  Uvsaal. 
.ha  It*  ao«ll«l**4  •p*t-atLc« 

"  111  nvaat  a^pJKabia  KXr^ll.lkxi  raq  ulra- 
•u»i  If  au<a  KMiri  or  p^trtn  kv  •  apa 


cut.  n«c«M*/j  bo  a.i.rouoa  U»  K>wta*  o. 
Mum  af  aucfc  actwoJ  •  QmikW  Oivwt, 


ClaJ  ■ 


LA  * 


(WTr  Ml  tpproprlav*  ©c>aT»\Jon*J 
•van  af*  rial     u>4  (14MU1  rafc-mrva 

~ 1 0|  Any  pMI  or  (OoUvi  uiMbf  Uvu 
aactroa  wv»r  »•  M4«  upon  audi  UrlM  iM 
corvaituxia  a*  lb*  OKftlvl  4*larfaUn*a  t*> 
b*  mtOA*bl>  tn4  aKumr  Including  ra 
qutramant*  tJVat  Um  acfaoot  or  program  a<r*a 

Ml  dlK<CM  aa 7  dnnnctaj  Information  or 
4  a  la  nK«H(T  tn  o>UmlM  Um  aowrtaa  or 
c«         c'  aucb  acCkOoi  a  or  pcOffarWl  a  SnAbClaJ 

I  J 1  C«n4u<1  a  corrvprahaiwalra  ooal  ana.jala 
.11*67  tn  CooparaUon  with  la*  kculu)  an4 

"(Jl    carry  approprlat*  oparallonal 

na.n«<»/taJ  «-f-*.  UiMUi  raforana  t*<l»4l  04 
th*  *#<urtn<  af  |Mr*u*<3  OAaACtal  airpporl 
from  non  r*6*ral  wukm 

"ICI  Ho  acKo.4  or  prcajraaa.  Mj  ra«alva  ft 
(rani  und«f  Uj  4*cimo  1/  aucb  achool  or 
proaTaan  tva*  prtMooalj  r*c*I**4  avip^Kyrt  for 
ilf«  or  rvwora  rtvi  uno*r  Uvta  taction  a* 
unoar  w  Son  1M  ( a  I  I  aa  l«h  «<Uon  au 
In  *Cacl  ^rwi  w  Odotw  I    INI)  " 

An    irT  Section  IN  n  am«rv6*d  Va 


p»V>c  bo  OtWhtt  I    I  Ml  |  fa 
-i :  N*>  ahay  anta 


1 1 1  IS*  achool  ha*  tubm  ta4  to  Ih*  S*C 
ratify  a  plan  ar>.  irtin  j  for  tft.  K.VooJ  Va 
wftlaaa  Snirxirl  aoJ  r»VJ  otlntn  Sra  jtui 
4n4  lai  ■(tt^i  ta  carry  *\»<  »\>r-h 


til 


,<a  pa 


•h*r,,  la.  aupport  from  n/vr,  r»>rt»i 

>l  aiacS  plan  ha*  barn  r»»1r»»4  by 
?»"•'  aa  r~-  •  r«d  »7  th*  Vw"»-«.t  j  , rvd  corn 
ln<  »r  lhr*-»  .apart*  In  IS*  i.-d  <X  Ininc 
min.rriTniil  %"rV>  ar*  not  4"r»rtly  WSiU1 
»tih  th*  k>'j!  sc  th*  r*Oarai  OonrniMi 
and 

•  «l   tS*  "Wra'ary  4.-nm'nH    a'  ar  rn 


>  wtiA  Jaa  bacralaj-r 


au  .iu4i  in  owuparatat 
aava 

~  I J  j  <4jTf  as.  i  i«ifv^ii-«  oparatlok't 
a^t  n-«;-" *  4A4  fla^jivUJ  rWuiw  IbUirdtrr, 
Lha  a*^ -jj \r\t  of  Inuimi  AaVaixlal  a  -?f~^ ' 
fToo*  bo*  rvowal  aourc-aa 

I  •  j  Ho  ac&crol  IUJ  rav.tr*  a  (rial  ««  con 
tfMI  OA  oar  inn  aa<U«A  Utktaaa  1*  l&i  umi 
«a«f  UV*  aitWOl  aNAil  &**«  r«o*tva<  a/  ha«« 
a  tastily  bii>4tn(  conaOUIInaai  to  f aval  ra  I 
fTiat  or  iwiiivi  froc*  a  5vata  or  local  <o •  ■ 


|tl     aa  Nhoa/ic^.   i»)     (C)     a*4  (Dj 

tJi  S  j  livaarvinc  anur  a/>4  k«/ura  tun. 
ptala  lA  kUbpaf a«ra^ih  iU|  |aa  fadaat<&al»d 
•T  P««ra»;-a;^   |]|    «t   Mm  autMax'lool 

I  TS?  C  |  tt  ajna;i<J*4  Vo  raa<]  aa 


T>wr. 


t<-l  I 


prt»i 

/  for  UVa  aMluat*4 


ttUtj  or 


IfVt  tu<h  acnool  a  Sa*A<ta4  Ola'raaa  5ucb 
<rui  or  ooniract  froea  a  Itaia  or  local  f*r»- 

Utaranf  In  lh«  OM4  r««r  0<  aaj  tup* 

port  w«u}*r  inU  tatUoa  »»o«»t  ajij  {rmi 
■va<3-»  tn  Uva  •>r*«*«ll*<  j-kj  »r  *w<h  Stat*  or 
taxai  fovarfrwint  or  fxl». v*  amity  aj  an 
•wo-int  aqua,  o  or  (raala*  lh«n  th*  •matinl 
ot  th*  prepoaat  |rtal  ar  •ontr*<l  un4»f  thla 
aa«U«av  tn  aMbaaajtaait  j-«-^r»  a<  aMpp«n 
wa4»r  thla  aactton,  au<h  rraat  or  aMitracl 
frooa  a  Stata  or  laoal  rOT*r»Pi»**i \  prtrava 
•autj  or  •oovMniilM  UWaof  artali  *.r**4 
a-aj  trani  maMa*  aj  wxk  9tata  or  >rxaJ  pr- 


at.     prtvata  rtUij 

ta 


aa>lrw 


'Say-  1M  |  a i  Th*  Aacratas*  m;  Law 
a  ■tu.tijrar  c»fu«  >  or  coooarat]>«  a<m- 
avrnl  with  a  acbcjci  wX  l*4»tln*  oaVaopa-taj 
oant.atrj  » rtvvirwry  oaajtcln*  n'Uyn.u; 
podlau-f  or  phuivMf  va  pr»*l*V*  On*><laJ 
i»liun<*  to  »u<b  ln*UlulU«A  to  a»**l  In 
currad  or  pr<>apa<u*«  Coata  of  op«raU«4t  It 
lha   JWcr.larj   4a  MmlMa  tkal   p«rnv»nt  aX 


>n  *a*  In  *T*<t 
a  ?«Tto4  •/  a* I 


»upporl  unan  ihu  a*<U*«  &j  an  wvunl 
aquaj  t*  »r  rraatvr  than  IN*  tajouBI  of  lha 
fruit  or  ooAi/«<i  uoo>r  ihva  a*<tkoa  for  **tt» 
yaav*. 

"if I  r*Uf*w*«..  m»  th*  apora>r«<t  plan  tn 
a*<ALon  I  a  I    fubO*  nK*lr«d  Wft4*r  thla  aac- 
lk*n  Oiaf  b*  u**4  to  p»J  ahorl-laraa  ar  l*rv4- 
urm  ♦/  *v«h  arh**4a   kmi  ac<r**l Ca 

ttort  r*^ulr*n<M)nla  or  mm  *ta*r  <n*ta  p*J- 
bvaol  of  vhKh  la  hmaiM  to  Ih*  (vn'nuxl 
op*r«  turt  of  th*  trwittluttoA  or  to  p*rmti  tuc ^ 
iruttltuUnn    V»    ar  I'tfa    OnanctaJ  anl**n<j 

tl»*  KtHIMIll 

aupport  »n4*r 

jsacl  or  oooparatlra  a^raanMnt  a-- a 7  b*  *n 
mt*4  Lnto  wno>r  t J  la  aactton   or  <a«ilnu*4 
n  •  *». f*w  In  *M<k  Ut*  achoo)  r«.lm 
tupp^fl  wr>4*T  a*<tton  TU 
~  O I   An  a^^iWat^on  for  a  contract  or  co> 


prtos*4  fur  ftra/»ti 
aacilon  «U.«X(  >fl  I  r  t«  •  1.»a<  y**r  ar^tr  j 
B^UmW  M  l^a.  ai.4  lu  aa^-h  of  tn.  n*»t 
l»o  "acnl  7*tsa  Nn  laa*  if.ai  ft]  pare* It.  .1 
funcla  appr«<>nat*cl  .n  aarh  Cai  ai  jr**r  aha. I 
a*  fur  puj  or  ivr  'kU  b>  lm  I  ..Krj  »f 
hl(h*r  aducalton  an<]  no  mora  I  nan  1  p»r. 
C*nl  afwai.  b«  uwl  '  •»  {ranla  or  Cm  n  -acta 
having  in*  •Ktma-rg-  pur?»A*  rf  inf'i-ai.a^  In 
<i>MmiU  ab*v.l  IS*  ..I.  .he.  atd  |*n*rai 
naA<Jr*  of  haaJth  cif«™" 


Sac    I  aa    a-^-.-m  "am  u  UMitM  to  laaj 

a* 

"ataaivF  aajiMra 
-»«C    1M   Tharo  ai 
prxii>rlal*4  avtch  turn 
to  aaaur*   that   any  achoot   Jtil  r««*laa4  a 
aiartup  aaalalanc*  (rant  unoar  a*< tian  Tftt 
I*  I    la*  avch  a*<llon  va*    n  .T-cX  prtor  to 
OctoOar  I    IMO)  ar>4  h*«a  raa^ortaMj 

•  •p*ct*«t  to  h»»*  r*<.lra<S  auoaoqwaAl  jran'a 
uno>r  «v<h  aacttvn  tn  *ata.  y*ar  1MI  1*43 
ar    IMI     ahaJI    b«    aStfla  a   Va   r*c*t**  avrch 


»  b.  .? 


•para'  r .  t^rutwnl  un4*r  t Ma  aacl  an  aha.I 
MAibii  or  b*  aupport*4  a  j  a*awranc«*  t*>*t 
th*  app  rant  »t't  tn  carrrlnc  0*11  IU  f»b<- 
tl*n  a*  a  acNoot  aC  bm4i<im  oavaopathT  4«n. 
U»tr»  rt'iilni/j  rr>*4Wtn*  aplmsfirf  phar 
nvacr  poJIatry  a*  lha  c»M  Mf  b*  •»  • 
p*b4  4>r*n<  tha  Karai  j«*ar  for  «bWS  *wch 

an     trrwv  nt    of    f»n<>    ffim     rv-n  r*4*r*i 


raO'ral  ar»i 


1  r-->  t 


*.p*no*4  *7  *»wh 
;  twr>  >.*f. 
I'jr^a*  Af  »n  »r!n< 


ar.4  c 


KV»ti  «4  pur  ic  h*a  IS  |ra4ua-a  pr«(raji«* 
la  h*a.tb  nl*  ratlart    arv4  al har  *<vKa 

h**  S  a4mlnl«*  -a  1  ,1  h.a  S  ^un)i(  p*.i 
,U  h*a  - h  in4  S*ai  h  ^.A       vnatjau  lb  arC.r 

ln(  Ih*  C"*U  «p*<  at  p«,»ct*  line  a't  ->< 
c  wrt<u!\ijTi    lm?r«»**rr.ni    a  rvd    ooni  n< 

"It  I    ktnatall*  Ua  f»  .M^.n-WxT 

"111    Nrv'^   a-4-r.ti,  at  rati  m    h.a,  h  plat 


ICI  TS*  p*ft*'  <lr>«rrt^«4  'n  •ubaac't'tn 
ISI»J|  .hall  b*  •^r»>]n'»4  by  thr  Sacrr'arj 
aitthtn  thlr  j  4.t<  .far  tha  rj.  r  nf  rara  p 
of  th*  »<h»r"  •  p  an  arwl  .ha  I  ba  fi~~4,~i 
hr>    ta  *r     than    faf»j  r]a;<    a»  »r  |S* 

pa**'  •  rr-VKriM.niJa'iAh  hi.  h**h  I  rant 
miliar]  vn  ih*  Jwm'i  WamS*r«  Af  th* 
p*-ivr.  iSail  ba  m  |"r>rj  tn  -rrrl<.  *h.  4*1  J 
a«j  HaaJant  Af  «h»  annua:  raU  of  bajl.  par  In 
•""I  f»vr  fraoV  !•  Af  tha  Oan.ral  h«J. 
u«  r»*  **yS  rtaf  |  h»l'i4ln«  tr«r.'tlm»|  4>i> 
in*  »SI»h  th»r  p»rfr>rm  4><tla« 

"(4 1    Any   rwntracl   nr  fflnprri  1  l»a  «c**' 

upwn  rach  t*rma  an4  rwvrJ! '.i»vf>.  a*  th* 


an.  Svii  |«a/  tlrr.tta'l.m 


.  .pproprl.  *<1  a.^b*)  ' 
n  llrNaT  5*pt*rrvS*.  10     aa.  an 

»»-!  r><  t-r»  n»--*i »».»»  r<-  w 

»  th'a  .xelV  n  <hai|  rrmii 
'«P*rwt«-i  «llhAut  r*v»"«J  1 


r.r  o  •    1  •   :.  1.  »*p*.  »-i 

pjc  ::-    .»«.i  -  ma.  so 


s.»-  :oi  i*i  «  i*-^*-.  r:  .n4  *f  p*  t  a 
a(  if ia  v:::  >»•  r.p.air^ 

(•I  Subpart  IV  »f  pari  A  of  lit  •  Vtff  !■ 
r*4a«!an*t*4  <l>  *ubp*rY  tt 
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3N  OA  Ul  FM  lha  pwrpoaaa  af  •t<*ur* 
•<>"•  KttooU  of  ftwratn*;  u»  prytda  avpport 
••f  prKUCtnt*  nviraaa  aA4  fturvng  aJ4*a  lha 
Sax/alary  anar  f»a»a  grant a  k>  ar>4  »avar 
1  At*  (ikUMU  a/tttt  K»«M  af  auralng, 
puMM  »»V«  BM^Dfll  Svoa?tt*u  «A4 

athar  puMVc  aa4  eoftproat  prt.-'a  «nUIM« 
i*  «ii  ii  la  x<t:t(  uu  to*;  i  ^/oj*cu  v* 
p*c*tca— 

"ill  yrocTOM  lattlwtflrtf  •aOila.«Ia.| 
<ati*a  to  prartd*  profawonaj  aupporl  far 
nsmaa.  Irxlu41ri4  i«tm  pracilllonara  p»a<. 
ix;rt  la  haaitk  av»np*~-«r  ahartara  ar-a* 
|«nl|Mtotf  ua*»«r  IKI»  U3| 

"t J 1  appraprlata  ratraJnlBjj  •?*>■>/ 1  vnlUaa 
fur  itim*  »iv»  i  artar  p«(Mi  •*  ytulwumul 
lnactl*itt|  MM  v*  •ft|*4«  aMl»a'»  "> 
ituriiK(  yflmln 

*"|al  vrain  i»f  ana*,  aalwratlart  va  *p<ra*Ja 
l»a  akl.ia  af  **<«k*a4  rarallaaaJ  ar  pfMiKtl 
fium  *a4  Dwrilnf  aaalalan'a  in4  «l*t*r 
jnnyWinlinil  aura  live  jifwml  ••>?-•' 
tta^j  wIlA,  mv<  V*  pr»~V«tn«  n\.r  »lnr,  ht«< 
Kaa  V*  ayclal,  aaaulaitana  w<h  m  |arta*ru 
ftutkU  in  aura,  a*  Imm* 

V*    imui    (rfedu*L«-»  af 

•  UMA|    la   aathakca    their   -<l»t  kllaAal  <!•- 

-<bi  Is  aararaUn*  (ranta  anj  M»'r«n  «*.• 
4ar  th.a  aacuoa  lha  9»'ra  »#7  a**aii  C"'» 
eartataaraUa*  V*  *.!\o»U  af  nurainf 

-(»>  Thar*  »«ifvKi»«^  v*  v«  appra- 
prtata4  fW  fh*  IMa  aarllan  »M 

*»ri!*A.  W3  aa>4  ID  MOC4  0O9  I©*  las  5kH 
•^ar  nv4in«  aVplarnbar  X>  l>U  •  1  a  fXO  COJ 
for  Ik*  fta<nJ  an4.n|  3»?'»-n*«»  V  I*** 

4M  112  ooo ooo  far  tha  "•<».  aniir* 

»»?>m-v»r    x>    I*** " 

Ire   »1  3»<lt*A  CI  la  »«wnf>i      raa4  a* 


'3k  C2I  Ul  Tha  3*xra»ar»  m*»  rnakr 
|iui>  l.*  aula*  In  I*  MnlrWi  » !:S  Jul- 
IK  •  »<  a-o-nji>yit  frtiii*  a>-Vc»»'a  af  a*raln| 
an*  **V*T  pu  V.H  ana?  na^pr-edi  pri.a'a  an 

"»•!  plan  4aial*?  tA4  »?*-ala  p*  <r»m* 
i  i  i  atgntStaat.r  dp**]  jr^tuiv 

"l l>  aMuntaia)  14U1  lrv|  ^refwiuv 
far  ta*  a>«««Jhc««  tr«laln(  at  ynfftiMAtI 
i^m  La  laaxh  ta  I*va  r^/»ava  Sal«a  *r  iun« 
UiiilKI  10  Hm  in  uSmjBii'r •".•a  rr  ty^- 
•  7  upwu^  V*  aar*a  "n  *arKu*  5a  «!• 
W  U<UM«4  t.!iKU  ><Klin  a<  !•  »^*a  a* 
turw  jkwiI  iK>rv»f» 

"{>l  T!va  Sa<ra-aT7  aAa  I  flaa  a^«<la'  »h« 
wdaraUaa  uaaVar  nwiui  ia|  la  app  rra 
ttana  - 

*|»|  rraaaj  acaaaia  al  nwralnf 

"lit   whUh  a<r«Ttfa  a  yro<Tam  :a* 

a«iaA«a4  UaJnlhf  la  (a^f'^nK  a#aM  ack 
ln|  «\ira  a  p r «^  «-r 

"111  »Mfh  »-a»1a>  rnr  af>^>f|uhl|j«a  *»r 
a««aiM«-<  traiaJnf  an  ■  ^av:  'lm*  Vn*M 

*f*l  TVr  p+jnmr.it.  wntfat  franla  aa4  (aa- 
UKi!  uK^ar  lh*i  iw'l*ft  lhara  a/a  auiK»«1»a« 
b«  n»pr»arata4  atiOOOOCO  To*  ISa  Safal 
T»»'  ««i4  nx  5»JltmNK  M  tin  an4  a«M9t  W 
lha  h*tt  t «ra  *aral  jaara  * 


IllWa  V*  aaaUl  ta  BHUB|  tia  («aU  4aa«rt&a4 
in  naraxraek  tit 

ill  A  iraal  o*  mir«i  pancrapa 
III  ana;       uaa4  k>  achaot  af  aUVaf  «a- 

ltl>  la  avaal  i>v«  «c«U  a/  — 

1  Ai  iaanU'alAf  ra<riat*ln4  an<l  *a  actio*; 
l»4t*ldua^  .T«J»  tfUad'aala^M  aaltp«UA4« 

!c*  hikiIUi  aa4  Uaiftlftf  la  a-f.  ot  la* 
riixdinj  a4*aara4  iraialaf 

"■(■i  {K**ioin4  <awnaalia<  a*  ataa*  *af»l«aa 
4mi|na4  la  aaa.lt  au<B  tA«l*!4ual4  Va  ravar 
utl  aw«aaa.*w'l;  (OOkft'at*  lhatr  Kl halloa  ai 
lath  a  KhooJ 

"ICl  pf*>lllft«  prt«r  ta  lita  aatly  a< 
in4l*14v*2a  lava  ika  t*\\*l*j  cauraa  at  atfsxa- 
Uaa  W  iuta  acAoal.  ?'i,.1bJivj  afutiUM 
faaJcn*4  la  ***^l  aw<a  Ia41<lau4lt  l»  aac- 
c****u.ir  caama  atlk|  iixft  t%\\i\*a  »w»  W 
•4\KtUHl  ai  a\Xk  a  k.VxJ.  ar  r-»r»-rrlat  «x a 
irv4l*'«i*fea  ta  taaUtuUaaa  ara^aiac  iu<k 
p'a  inmuf  a4\Xaltaa  aa4 

-1D1  pMaiKiiiac  iiatiiMj  aoMrtaa  *t  !••»• 
«l*2  a]4  a*al.aa.a  Va  *iu4*au  ta  au<*  a  aca«a4 
a#v4  ta  aiuaaata  »Na  ara  wa4ariakla<  */*]*• 
in|  atcaaawa  va  t«*-i-T  i*aia  la  an/oll  la 
«\.<b  a  prattraav  alia  partKular  aaip&aata 

~<ll  wVa  ara  la  nifk  Kbool  t 

-nil  a"va  praciKiaf  a\.r»aa  aa4  nwra* 
ir.j  aaa'alania  -Va  vaai  va  up<ra4«  inalr 
m^tiuni:  w*«la*llaU. 

"|J»|  Mat  twa  Utaa  M  parrani  af  ika 
rvirwla  ao>7f*7nala4  uMir  lata  aKVlaa  aaa^ 
Va  uaa4  I»r  (T*aU  Va  »r  f«alra<U  *|la  a»- 
lUUa  that  ara  aal  KNootl  a<  luntll  Hat 
maw  than  1  s-»«»kt  tl»«  f»a4a  apt>ra* 
•matad  unlaf  lha  aa«IVak  mmj  ba  uaa4  fa* 
Irani*  a*  ranlra>rai  ha*la|  lh«  pfmasr 
•vw  •><  la'a^fMm  In4!*lluaa  abaul  lha  ai- 
li'tart     an4     faaarat     aatura    a<  ka«ita 


S«<  »i  Swkf>art  1:  W  pari  A  *<  UUa  \  ITT 
iu  r»o*4fnai»<  »r  aatiiaai  MI  |k>  *t  ihta 
Art  I*  aawntfa4  a*tfli>|  al  lla  an4  thafa 
af  |ha  faK^wtn4  kaw  aaciloa 

an tvaTMt <•!>•«  ciraaliaa  mximv 

"Sat  Ul  lal  Ta*  lha  purpura  *<  alr™c«A* 

•  nlnf  nur*»n4  aduratton  an4  tha  utlllfattaa 
a*  nuraaa  tha  7  ana^  maka  §rakla  la 
ia4  ar  lar  Inta  foatra<la  vtth  a^Vov.a  af 
n«.rMnf  pMb.K  aA4  n«npr>»Al  prltata  rwoa« 
pila.a   an4  alhar  puWK  an4  nanpraAl  prt- 

•  anll'laa  Va  aaa.al  In  Bat*!*!  »^ •  coat  af 

"1*1  ailnfVanl'7  Imprava  lha  quallt?  an4 
ailahl  af  tltnHal  a4«<atlan  pra»Wa4  ta  atu- 
tfanta  In  KNWi  af  nynl*|  tnrlv4trl|  4am- 
>natra<>ana  aa4  tatVatsa  *T  haw  af  Ira 

pp«Ti>4     arranfamanva    af     pr»aI4ln|  a»xk 

"III  plan  4«*a>9  nl.SltoS  *  aWhtala 
ff^rvrj  af  rmtrtls  an4  In***ll(*lt4*i  lata 
main^aaf  at ran|>>>anln|  nuralnf  ajwallon 

"lit  IrmnAilrili  •  nsl  mi  uili  tvaaj  a* 
lmp>n»aa4  -raltprna  af  nura  n(  <ara  tr-at  art  I 
^"^tvo^a  tha  fn.1  utl.tiallnn  a*  n>i»>»».  «*• 
a«at»l  In  t^a  ratan'tan  raatttrr  af  »«f*f» 
n  Win  n  |pam|  pfaylUa  an4 

"la>    h*'?  ta  Int'aaaa  Una  f  •»  lm 

?>«**a  lha  f !»trlk"rt*n  af  ada^uala  j  iralna4 
n  >ralft|  ^mifiArl  linr  >4in|  nuralnc  p*f 
annnal  »%a  ara  kt*inf»a.i  *j  fanfr^pMt  araa 
ar  kr  a-^lalty  |f«"i> 

In  a*ar4  n|  ffanta  ar»4  ranlfa^la 
wnlar  |Vi  wllon  t^^  *W»a*arT  afva't  f1»a 
*pa<  al  n»nal4«fat1an  ta  atKanla  af  nwr»>|  * 


lit  »r  11X11*1  b«'«»ra  tha  p*rlo4  a  »*a» 
ma  ar<J  a*!  lha  kill  CafaJ  J~f  M  OOO 
'wf  lha  ftxa.  faar  anfm(  V^timafl  »  i>») 
•  na  mmt'x  of  l^a  nr«t  I »»  kafal  ;nn 

awtaTMtTWT* 


haa  at'anc>4  nxh  a*lvool  tx'ara  0<iabar  1 
)>»0  thai)  racalaa  a  iaan  fram  a  loan  fun4 
aa  *v:t>ha4  uMrr  aa«*»4>«i  KM  »f  ^,  Xa 
ivonal  Da-'anaa  X4u<alk-A  ACI  »f  .»U 

Src   3C*  Xi.*a  U4(k»  1  S|  la  arr<*na>«  Va 

-( J I  a  ta«n  a*ta!l  baar  ln%*raal  at  l*va 

ra'a  »•  T  par<an<  pa*  y»a/ ~ 

S(C  I  •  fWolaa  «J9  la  aa«*n**-4  T»f  atrlk 
m|  a>vil      W    aa<n  It  a?p*as«  an4  la 

•ar  tr  t  In  law  lharaaf  ~1M4" 

Sac    1.1  3«f  la*  Ml  |a  rapak.a4 


Srr  5  1  »a<tl»n  •)  <al  la  «m>n<V4  kf 
it/lklni  a-,i  ~an4  l/ta  C.xT'jn  n  ^f.»r  **  Z4»<- 
aiioa  v->'  S  af  »wi  aha  «  ka  aa  »<*Vc»v  nv»m 


S«  ll<  lai 


t  »-),  1 1 


arn  Martar  a  la  an4a     a'  ar    \i-|in  la  ar>4a 
>k  ktl  3  1  la  »f*>*iv4^4  k>  t  A  tart 

'n(    :-  a  3  ata    b**^ra  lha  parvod 

irt  i»a         ii  ta  lAriM  T»i  a'rtk'n 

*lu     fomm  iiltrtr-  la  k  p  a- •  It  apfwar 

an«  I  aar*ltl|  In  I  aw    >iaraa*  >^r»la/| 

S«<-    3.>   3*«   «n  !■>*  la  r*^aa.a4 


m  (•KM  r»f  irva  pajfya  af  In* 
rraaafnc  nurHrv|  »t«nU»K  aapartwalUaa  ttr 
iA<i.iau*-»  rrM«  4 1 •«-«»«  nL*r*4  ka^kfraarMla 
faa  |a*armlr>aal  ta  a>nv>r4an«a  rrttaTta 
pr«wrtb*a]  V7  in«  Aa<ratk#fl    lha  Savratary 

artik  athaata  af  kvmnf  aa4  atkar  puMia  ar 
pnraia  aaaaraiit  aaaJta  a*  a«tucaila«ai  a. 


»k  }0«  ral  XiWt  ty>  fat  U  an%.ryd»a — 

1 1 )  k*  airtktnl  ait  ank*>aracraph  fOl  «f 
para^rayh  III  anl  lnaartin|  in  !!•"»  tNaraaf 
lha  'a>l*a*lri| 

~lDl  W>  aarva  In  fwtwa  Haf4a  «f  a4*t*r.«a4 
<:tntraJ  prartlra 

111  kr  airlklnj  nut  parafra^h  fit  an4 
raHaalfnatihl  paragraph  \  I)  aa  para^-raplft 
til  »*4 

(1)  »r  laaartlac  kafara  Wa  parW  la  tl#a 
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CONGRESSIONAL  RECORD— SENATE 


By  Mr  HATCH 
8,  »Q I  A  tUl  to  amend  Um  FVibllC 
Health  Service  Act  to  rrrU«  provti>or-s 
rttitlnf  to  tht  Nations!  Health  Seme* 
Corp*  to  Um  CommltU*  on  Later  and 
Humtn  Resource* 

nrwHti  miaxtm  lotn  coar*  iMiwMnyii 

Mr  HATCH  Mr  rraaldrnl.  I  un  today 
Introducing  Um  National  Health  8*r»Jc* 
Corp*  amendment*  of  IMt,  an  Important 
tup  tn  proruitng  adequate  health  man- 
power for  our  Nation**  underserved  ta  a 
fUc  slly  rciponslble  inuuwr 

Th*  major  feature*  Of  tht  btl]  are 

r.nt  a  revision  of  tht  definition  of 
hrallh  manpower  shortage  area*  and  Um 
Procedural  itepe  nacraaarj  for  an  art*  to 
achieve  kwh  designation 

Second  um  of  Corp*  personnel  only  tn 
utw  where  there  Is  »  demonstrable  de- 
mand for  'heir  mtVfi  m  vtU  aa  *  sta- 
tistically established  Deed. 

Third  an  authorisation  W-**1  con* 
■uteri  with  Um  Freak-cnls  March  >0 
request,  which  allow*  Um  Corp*  to  crow 
from  3,040  individual*  in  1M1  to  A  level 


62567 

of  iJM  ■ttttnaet  ta  1M3  and  mb**io*cil 
mn: 

fourth.  Um  phattout  or«r  Um  not  I 
m«  of  Um  National  Health  Sarrk* 
Corps  scholarship  program.  currerUy 
funded  to  provide  orw  «  000  assign***  to 
IMT.  10  redact  Um  fact  that  Um  HH4C 
will  ba  capable  of  recruiting  ruffle  Wot 
volunteers  during  tht  laU  IMC  "a  to  meet 
run— di; 

Fifth,  revision  of  Um  aehoUnhlp  pro- 
cram's  litispendence  practice  opUon  to 
maka  IV  mora  auractlrt  and  to  provide  a 
partial  subsidy  for  todlvldual*  chooateg 
this  option. 

Sixth.  provisions  which  allow  Um  Sec- 
retary of  RUS  sohsUnilally  greater  flezi- 
bUlljf  tn  dealing  with  Um  surfeit  of 
scholarship  reetptenu  who  win  bt  avail- 
able for  atrrtoa  ortr  tht  next »  mra. 

Tht  National  Health  Sanrlot  Corp*  ha* 
often  barn  looked  upon  at  an  educe* 
Uooal  tool  rathrr  than  at  a  hearth  strv* 
tea*  delivery  program  At  a  oooeequence, 
tht  program  haa  batn  plannad  and  de- 
veloped 'Without  regard  for  Um  moat 
notable  fact  of  tht  health  cart  delivery 
system  to  Um  IMOa  TmA  w*  will  have 
by  rrud -decade  a  mbatantlal  surplus  of 
physician*  and  that  Um  resulting  coca- 
pcUltvt  rorce*  art  pushing  doctor*  Into 
araaa  whtra  U-*7  hart  not  previously 
baao  aveilabl*  There  art  undoubtedly 
aooM  araaa  for  which  no  increased 
amount  of  competition  tn  Um  health  cara 
delivery  tyitem  will  provide  a  readily 
accaaelbl*  doctor  It  U  for  thl*  rtaaon 
that  the  Corp*,  while  undergoing  iub- 
atanUal  modification  and  reorientation 
under  thU  bill  would  nocMthtlau  con* 
Unue  to  Crow  slightly  from  tU  IM0  Ural 
and  aould  probably  atay  at  that  in- 
creased level  at  Vtast  through  UM  1M0  a 

ThU  rrorient-at  of  Um  National 
Health  Serrtc*  Corp*  U  mora  than  lust 
an  adjustment  of  numbers  because  of  the 
oncoming  surplus,  last  September  In  an 
oversight  hearing  chaired  by  Senator 
Richard  8  Schweiser.  Um  Labor  and 
Human  Resource*  Committee  beard  am* 
pie  testimony  about  Um  admmlstraUv* 
and  conceptual  rhoncomtnga  of  tht 
Corpe  and  about  Um  bloated  tmag*  of 
medical  urKterserrice  tn  America  created 
by  ire  currrnt  "health  manpower  short* 
***  area"  designation  proceaa  To  rrmedy 
these  (suits,  as  well  as  to  assure  that 
Corps  placemen  la  serve  Um  most  needy 
communities,  basic  changes  hare  been 
made  in  the  designation  definition  and 
procedure*  This  It  also  important  be- 
cause of  an  apparent  contradiction 
That  the  placement  of  a  federally  sal- 
aried National  Health  Service  Corp* 
physician  in  a  romm unity  li  often  an 
Impediment  rather  than  an  asset  tn  a 
community  i  Vons-Wrm  struggl*  to  find 
a  permanent  doctor  Thus,  the  definition 
of  health  manpower  short***  area  ts 
chmcrd  to  assure  that  the  Secretary,  tn 
makitv  such  drums t ions,  takes  account 
o.  Reasonable  access  to  nearby  ade* 
Qiiatety  served  areas  indicators  o(  unrrx-t 
demands  for  health  service*  by  Individ- 
uals tn  the  area  indicators  of  Um  likeli- 
hood that  unmet  demand  will  be  met 
within  3  years  even  If  the  area  U  not 
drstartated.  Um  willirurnea*  of  group* 
within  Um  community  to  support  and 
property  otilxat  corps  personnel,  and  UM 
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comment*  of  appropriate  agencies,  in- 
cluding medical  tnd  professional  societies 
and  State  and  local  planning  agencies 
To  «  greater  extent  than  uni«r  current 
procedure*  this  information  would  be 
required  to  be  provided  to  the  SecreUrT 
prior  to  designation  of  an  area  and  place- 
ment of  personnel 

With  Uvea*  c  bangs*  made  the  Co'pa 
sould  be  allowed  to  fro*  fr  m  2  040  In- 
d  viduals  in  1M1  to  2J00  individual*  in 
1113  At  this  level  and  with  increased 
administrative  orer-sight  of  the  effective- 
ness of  existing  placements.  It  is  hoped 
thkt  the  National  Health  Service  Corps 
wtli  become  a  truly  Important  service  to 
those  communities  which  are  truly  un- 
Ctrserved. 

The  bill  also  deals  with  th«  Impact  of 
unnecessarily  sxabiUoui  plans  for  the 
growth  of  the  National  Health  Service 
Corps  In  19*0  %he  Corps  had  not  Quite 
3  000  individuals  In  service  but  awarded 
almost  f.500  scholarships  to  individual* 
who  will  be  ready  to  serve  tn  the  mid  to 
late  l?ao  i  in  vta-at  of  the  recent  evidence 
that  th«  physician  surplus  is  having  a 
•imlAcant  s&ect  on  the  geographical 
distribution  of  physicUns  this  substan- 
tial future  growth  of  the  Corps  U 
unnecessary 

However,  the  Secretary  of  HRS  will, 
over  the  next  I  years,  be  In  th«  din  cult 
situation  of  releasing  tome  of  these  schol* 
asinip  recipient*  from  their  serv'ce  obll- 
cstion  because  of  this  excels  rapacity 
bulging  To  deal  with  tn  is  this  Nil  s. arts 
Immediately  U>  uun  the  pipeline  ~y  aJ - 
lowing  scholarship  award*  only  to  those 
a  ho  have  received  award*  In  previous 
years 

In  sdditlon  a  long -standing  program 
known  aa  ths  private  practice  option  and 
renamed  the  independent  practice  option. 
li  strengthened  to  allow  the  Secretary 
more  flexibility  in  encouraclng  individ- 
uals to  serve  at  thHr  own  financial  risk, 
in  under-served  areas  during  their  obi! - 
catcd  period  A  new  provision  *Jlo*s  the 
Secretary  to  pay  the  mslpractlce1  injur  - 
snce  arxl  a  partial  income  supplement  to 
•'iJividuals  who  choose  this  option  Such 
payments  are  still  a  coitidrrable  savings 
over  havtng  these  tnt  L«! duals  serrt  on 
the  r>deral  payroll  The  independent 
p-jcucf  option  also  provides  greater  ln- 
ccnUves  for  serv.ee -obi tested  individuals 
to  develop  rood  rrlAt-oiuhips  with  the 
community  they  seTve  and  to  slay  In  thst 
ronnmn'tr  for  longer  periods  of  time 

Th'  bill  aJloa •  the  Secretary  to  enter 
irio  negot.sUon  »i'Ji  post  vr  (tola  r  ship 
rev.ptent*  to  convert  their  service  obll- 
(*t,on  tt  the  Secretary  •  discretion  Into 
a  low  interest  lo*n  This  is  a  necessary 
•■on  ssvtnc  r'ovLiion  if  the  hYdrrsJ  Ooy- 
ertimrnl  Is  to  s vt>» d  uiiftef  cssar  ily  spend 
it  s  h  t*x:rrds  «>f  millions  of  dollars  on  th* 
»*lir  'i  of  p).>slrsaiit  who  would  be  terv- 
li  <  (Mr./-  'Uinift  thst  ire  sblr  to  stir  set 
*  ,>fi  *t«.t»n  on  their  own  or  [or  »Mch 
he*,"i  wnlcei  a/e  reasonably  accessible 

It  it  important  'o  rmihaMi*  111  at  till* 
il  r«i  iue»  no  reditcllon  it  serv'en  pro- 
fit to  iinde*  *r»r\l  rommiin  *•  srross 
thlt  Nation  In  fart  the  number  of  indl- 
tul  isls  actually  servuif  in  llw  Coepa  will 
be  irx  re***J  However  the  bill  does  pro- 
»uio  the  Secretary   an  opportunity  to 


make  mora  realistic  and  more  highly  fo- 
cused use  of  Corps  personnel  Inevitably 
this  may  mean  that  tome  communities 
may  lose  their  National  Health  Service 
Corps  personnel  because  a  tightened  defl» 
nit  ion  of  health  manpower  shortage  area 
requires  dedetlgnation  of  their  service 
area  or  facilities  with  unreasonably  low 
demand  levels  »re  de funded  I  emphuixe 
that  those  communities  with  substantial 
numbers  of  individuals  who  art  geo- 
graphically underaerved  will  continue  to 
receive  services  through  this  program. 

I  ask  unanimous  consent  that  th«  text 
of  the  bill  be  printed  In  the  Rkcoaa 

There  being  no  ejection,  the  bill  was 
ordered  to  bs  printed  In  the  Rscoia.  as 
follows 

S  Ml 

■e  ir  s**tit<  »■  ri*  J**«rr  m»4  Nwm  tf 
jtfffMafit^ti  »;   ri#  Laiirg   jiti#»  *f 

A  "Mr  l»  ("O^j'f.f  »J>»-1»  t-*  Tbst  I  a  I  U>U 
At  I  n\*j  0*  <1^4  mm  lb*  Nslloiial  K»«ilb 
Servxs  Ci-rp*  Aav*n4av*nls  ot  l*tl" 

t T» I    bcfpl  mm  oU-^fvU*  •p*cin<aily  pro- 

tu*4L  »tv»tv»r»f  ia  tbu  Act  sa  kjD«odm«at 
or  rmpomi  ts  ssprs— 4  In  terms  of  in  t*r»n4- 
nvtoi  to  oe  s  r»p*«l  of  s  **<ilori  of  othvr 
prevision  tiM  rWtuDM  shall  t-«  eonsMerwd  to 
t»  ni4t  to  m  **<i1oq  or  oth*r  »rovUion  cf 
um  f  ubiK  rtMim  SKvut  Act. 

8»v  >  Is)  3^  I  loo  Ul|k|  Is  s3mvmJ«S  by 
■irlklns  out  "stisll*  4rxt  inMTUni  tn  lieu 
ih*r*o<  " rr> » 7 "  mnd  by  ttnkirif  o-it  "»rw3  ths 


4rv4  !ny 


lit  Miction  JMcdii.itll  It  smeivOvd  by 
■trtkinc  o«t  »hs  ■  »nS  in**riln<  In  lie  i 
UWeof  'msy* 

to  Subwcilor*  ID  snS  |(|  of  >*citon  Ml 
mr*  r»p**iT4 

(Si  '  t  >  SuWctlon  (hi  ■>(  s*ctton  JJl  Is 
Me«lcn*l*S  mm  m6»KIWn  I  f  I 

111  Action  MKOdl  iss  r*4*>l(n*t*4  by 
ps/tgrsph  (II  of  IMs  tul»wtiion|  U  smenOed 
&y  tirtstns  out  Kesilh  Edu<*llon  ma4  Wei 
(sr*  to4  liuertinf  in  lieu  thereof  Health 
SAd  Kumsn  Servlre^" 

1)1  Sectloo  Jll  if  I  11)  iss  r*de«lfi>sa*<]  by 
ps/tfrsph  (II  of  this  rukwtttonl  is  smenosd 
by  ••iltinc  out  taction  Tit"  siXI  insert  I  nc 
In  lle>«  thee*oC  '  •~c\iru\  J3SA 

l«i  «*<iion  lllirnJI  (»«  r»<le«t<ns  eS  by 
ptr*«vt(>h  (It  of  this  »ub»»rllon  i  t*  Mneodetl 
by  irvorrUn f    Common «»Ith  of  the"  oeTofe 

^oethevn  Msrlsns  IslsrxJi 
lUMvtno*  or  hiilvh  K»»re*n  mMrxi 


Sec   )  fs| 


i   UJ.t)    IS  1 


,  r>e  I 


.3L.tr, 


"(J)  tngxwtors  of  a  as«d  tor  heaiia  serv- 
ices roe  tba  loolvMuato  la  so  aj«*  under 
coaitOetsiloo  tot  assign  slip  lacludlbf  to- 
dKstors  or  special  aseds  or  fsrltltle*  snd 
populstioo  within  lbs  srea  snd  indlrstors 
of— 

I  A  I  Infant  mortality 
"lit  m<\.mm»  to  beailh  services  snd 
"(C)  boallb  status 

"Hi  livdKsiors  of  aa  unsnet  esmand  (ur 
hoalih  Mrvlooe  oy  Individuals  In  sn  area  and 
Indicators  of  lbs  Uksllbood  that  such  de- 
snand  «lil  be  met  vitbta  two  years  sfler 
tbs  srss  is  considered  for  deslfnstion  mm  m 
bsaltn  manpower  sbortage  mtmm  It  the  srea 
Is  not  so  Sealcnatsd** 

U I  Section  iX) i  c)  U  rep*al«d 

(d)  (1)  SeciU>o  113(d)  is  r-edetlf n*.ted  as 
asetion  U3(c) 

(3)  beeuoej  )!>(<>  (ss  redeeifnsied  ay 
psragranb     |l)     of     IbU     subeasiionj  «s 

(Al  by  st/Ulnc  out  -snd  ibe  <  insiders 


and  loesrUng  In  IU> 
1>S3  and 

(C|  ay  strtklrvg  o 
grovpa  roedlral  facl  t 
(set  1111*4"    anS  inaer 


a(  in 


popuUtloa 
outer  publis 
lieu  thereof 


I •)  Section  M3(e)  u  repeated 

If)  ID  taction  333(f)  Is  redeaCfneted  as 
section  U3l<) 

(3)  Settlor]  333(c)  (ae  red*4lgB4ted  ay 
naragrapb  ( 1 1  of  thU  <  u  bw.  t  h>n )  u 
smendrd  — 

(A)  by  Lnsaruni  ~pr»po*eS  before 
AamXt  ns'loo" 

iBl  t>;  striking  aut  from  tNe  data  snd 
interline  in  lieu  is*rev(    ber>r»  ihs  date 

iCl  ay  ttrlsln^  out  u»«.  popv,'etlon 
(roup  nvedtcai  racUty  or  atNec  public  rs- 
clllty  *o  In  pa-s^rsph  til  sod  Inv'l  at  la 
ll4u  Ukeroof    area  to  be" 

{D>  ay  lnaartln«  "sad"  sftar  tbe  eeny- 
ro>on  ta  pa/agrsvh  1 1 ) 

Hi  ay  ttnklri  out  paragraph  |3) 

If)  ay  r*de«l(]kel!n<  paragraph  (1)  aa 
pars(rsph  |3) 

|Oi  ay  ici*»ri:n(  |lncludin|  medical  snd 
profeaalonai  aoclellea  and  Slste  »rw3  local 
lvealt^  pisnrlrc  Sf*ne1es  i  before  v*^,^.^ 
an  locstad"  In  pang'ep^  1 1  >  (aa  redenlf- 
nat*4  by    lubpsragreph  of  this  psrs- 

(Taph)  SAd 

iKl  by  Stntlnf  out  "»o  in  psra«rapK  |  li 
I  as  redest^nstvd  by  m bp •  r»< v kp ^  lwl  or  thlt 
paragraph  |    ar^l  tn**nin«   In   lieu  thereof 


(1)  S'CMon  »li< 
paragraph     Ml  »f 


r^ilfnsted  by 


of  health  itfrw« 

ill  the  (Ucretary  d»tevmtnes  hs»  s  health 
minr<>*>'  »>w»r'*<e  an4 

l«l  l»  not  re«»ons>.y  acce»lb.e  to  Sn 
K3^-i»t»!T  *»r»»<i  srea 

lbi  JWrrt^>n  JtJtbi  U  emerwies  to  r»»d  ss 

mi 

lbi  TTvs  Se-rr'sry  •^s!'  eitebltih  br  "t- 

«ry  1     ISSJ    ffl'.rta  Mr  t^e  de*1c*«"~n  of 

«ho«  e«e  srsai  in  e.UMItMnf  mill  criteria 
the  v-miir  iTtsll  ts»e  I s to^onn « 1 4 


mj*  «r  through  v.^l<■^  .<rtr< 
III   •»»  I'r'*  •«•  n  it  r-^x. 

ne««1  snd  4'ft-ind 


preei4Maalr  s««1<ned  In  rlai»aa  li  end  In 
sertln^  in  lieu  lh»r»»f     the  flaesi  msnsrs 


ERLC  °-n~l 


17 


12 


CONGRESSIONAL  RECORD — SENATE 


March  25,  1981 

•Mill  capability  o<  the  entity  to  «tkb  Corp* 
thmitbtrt  would  be 

1*1  ey  tvrUlng  out  "continued  heed  la 
cUute  ill)il)  ***«  Ln*»mng  m  u*u  thereof 

(7)  by  MrUing  out  **hM  been"  in  cUuj* 
(11)111)    u4    inMrtlaf    tn    n«u  thtrtof 

-win  be-; 

(3)  >7  ttrtking  out  "pre-Houtly   i*  tiauM 

(UMO) 

l»i  by  ttriklng  out  "continued"  in  tUuto 
(ii)  (IV)  end  iwAU|  ia  lieu  thereof  "ua» 
tucceuful" 

<  101  Of  tvfUlnc  out  "hM  been"  In  (UUM 
(U)|V|  tad  inserting  ta  lieu  thereof  "to  t 
neeonebl*  proepect  of,  u4 

tU>  by  Mtmtni  out  -pcetiouelr**  tn  niuu 
tU>(Y) 

(b)  Section  333|b)  la  aBMnded  to  read  M 
follow* 

"( •)  Th*  decretory  may  BC1  appro**  ea 
Application  under  tale  eect'oo  fee  eetiga- 
rn*nt  of  4  C&rp*  member  to  i  health  K*n- 
powtr  *hort*g*  trn  unlet*  the  fccnury 
kM  afforded  aowropriete  public  or  dod  profit 
prtrate  mUUm  i  laoiuctieg  medical  end  pro- 
ft*uoo*i  eocteUee  end  Stele  end  tooal  health 
plnnjiiag  agenda*)  wblaa  ere  tootled  or 
which  he*e  a  demouttrated  interact  La  UM 
arm  »  «e*ig-a*ied  ta  opportunity  to  rniw 
th*  epp'imtion  end  ruftcolt  w>  »he  Secretary 
M*  ccatuoM  r«pKUsc  ib«  need  for  end 
propoeed  um  or  iboCorpo  rnemhar  •>oqumt*d 
ia  the  epnOartUmi  '. 

(•I  Setcion  txti»)  |«  in«M. 

( 1 )  by  timing  out  "tm.  population 
■neeUcej  fKUlv  or  ether  facility"  la  pare- 
f-«pft   it)   ead  Ineertlng  la  lieu  thereof 
'mn*.' 

(3)  »y  laMrUaf  "and"  %tm  the  taaloaiaa 
la  paragrep*  (>) 

(II  »y  ttrtking  out  paragraph*  (I)  ead  (4) 
end  oy  rMM*g-****iai  paragraph  m  at  pere- 
fr«p»  <3> 

(4)  bf  txrUUng  out  "or  ponuittlon  group.  Of 
it  the  *nfdto*l  facility  or  other  puhtle  fa* 
cillty  ~  in  pvHnoh  (I)  (m  redeeiganud  by 
paragraph  [I)  of  thu  rutoeeoUoe.).  ead 

ill  ay  ttrtking  out  th*  eemicolon  tod 
-tn4"  4i  th*  *nd  of  paragraph  ID  (m  re- 
4**lfn4U4  by  r^r»«r»pb  (I)  Of  tblo  luboM- 
tlwo)  4o4  tnMrtlac  la  Dou  tboroof  4  period. 

(41  Section  SU(«)  U  «<n«od«4  by  ttrttlng 
ou*  "4fM^  ^cpuUUoa  (roup*  «MdSo*J  f»«U> 
ItM.  or  oOvrr  puMU  IkUUm"  «a4  toowttaf 
la  llru  tb«r*of 

(•Mil  ftocuou  UJiDID  U  umoM  by 
limine  out  *^holl'  «Atf  tatortU*  tx  tl«u 
th«r*of  -w»*y"  »M  by  rtrtkl&c  oul  "or  b*« 
4  domooouwbod  laiirwf 

(1)  Sxtton  U3ir)IS)  Lt  umiuM  by 
•trtkiB(  out  ~ 4b*U-  ta4  i&*rrtln(  la  titu 
ttereof  ~t*Aj~  4it4  by  rtrUln^  out  "or  kM 
4  d*oww(trat*4  Interoot" 

(11  Sei-tloo  tnif)  [1)  u  4mon4]«4  by 
•Utkm(  out  "•b*!]"  4iMl  Inaerlt&x  ta  U*a 
thereof  "My* 

H)  S*«tloo  133  <t)  u  repealed 

(I)  8««tloa  txi(h)  u  r*4t*LxTUt*4  4* 
e»«Uoo  U3(f) 

coet  una* 
Sac  1   (4)  0e?tlA»  Uilkl  U  4SMnd*d— 
(  n  »r  ianktn«  o*t  per^/up*  (i) 
ID  by  r«MratUftf  perkpripb  (I)  m 

p*«<r»»b  (1)  4ou 

li)  by  etrtklng  out  "or  (Jl"  tw  pen<T4ph 

(I)  lMrodMl(BaU4  byper^irkpa  (1)  of  tau 

•ubawtloa) 

(•>  Th»  *ooon4  tenteneo  of  Mctioa  >Mr«) 

l«   i*«4«l  by  *mir<  out  *«r  wltbout 

etioree* 

fci  Action  IM(t)  n  »m«nj*4  »r  •trlklnc 
Otrt  rubpert"  to4  tneertlng  la  &eu 

tlwrr»«f  'moUmu  ttl  taroufb  Ul  4a4  eee< 
Uoo  »T* 

or  mum  m wtM  it  com 

•ec  C  (4)  (ii  Section  ru|i|  u  tneaded 
by  *trlkia«  out  -populuioa  treup.  atedleoj 
fMtUty,  or  other  eubUe  faetllty  ", 


II)  CUom  (I)  of  tectloa  M*(4)  la 
•Aeoaod  ta  re«4  m  follow*  "di  la  4  m*a- 
Dt  vblcb  U  oooperettr*  vttb  ia4  bot  com- 
peUU**  wlta.  otbe/  beeita  mm  pro t id •  re 
•wTicf  cue*  beeitb  u*a power  4bort«<w 
erea" 

(b)  The  flret  vtaurvce  of  eectlox.  »*(•)  la 

kMM4M>— 

|1)  by  laaeruac  before  "(I)" 

(I)  by  otrlkiAf  out  "  tad  l«)  ex«biua« 

lAf  kpproprlAU  eoauaulnc  e4ue*»oa  pre- 

Crwne" 

4mro4L  urom 

Sec  7  SecUoa  U4  U  repeal***. 

■unoMAL  eartBoar  cowwea. 

See  I  (4)  Seetlaa  337(4)  la  ftawa4e4  to 
re*4  m  followa 

"(4)  There  la  — UNUhoo*  e  eouacU  to  be 
know*  m  the  MeUoael  AdrUory  OouacU  oa 
the  M4Uoaal  Keeilh  Seme*  Corp*  (herein- 
efter  la  tMe  •eotlon  refenwd  to  m  the 
*Coua<U  )  Th*  COuacU  4h*U  be  00 cop  mi 4 
of  sot  more  thea  II  ateMbere  eppoiaied  by 
the  Secretary  The  Oouadt  ehall  eoaault 
with.  edetM.  tod  ma*  raaam/aandauani  to, 
the  Secretary  with  reepeet  te  ku  rwjpoaal- 
blllUM  ta  Mrryiaf  out  thu  eubperv  end 
•hen  renew  ead  oooumral  upon  recultttoae 
pnxeul<4Aed  by  the  Secreury  uader  thia 
rubpert.** 

(»)  T"ba  tee*  eeateaoe  of  eectloa  UK*)  (1) 
U  encoded  by  laeertl»d  -not**  before  "be  re- 
•ppouted" 

itmtoeauTOw  or  Arraoraunoir 

See  •  (4)  SeeUoa  3M(4)  la  mawi- 

(1  by  rutklae,  eut  -tale  eubpert*  ead  in* 
eerUoc  ta  Ueu  thereof  "eecOooe  331  throutA 
U4  wv*  eeouou  wr- 

(1)  by  etrUlric  eut  "e*d"  eftec  ■im.-. 
ud 

ID  by  iBMrtla*  before  the  period  4  taeal* 
ooion  ead  the  roUowtag  "MC^OO^CO  for  the 
fieeel  ywer  ending  September  30  1M1  Me  . 
OOOtto  for  the  tecel  yeer  endlag  September 
30.  1M3  31  »<XOO0.O00  for  the  Saoel  yeer  ood* 
lag  September  30.  l**3  ead  rl  10.000 .000  for 
the  oecal  yew  endlag  September  I.  1M4" 

(*)  SecUoa  334<k)  U  emaoded  by  *Wlkia< 
out  **thle  eubpert**  ead  Ineerueg  ia  lieu 
thereof  -mctloae  331  thxou«b  3M  ead  Mo- 
tion 337** 

xinoMAj.  MMAJ.T*  mnet  ooere  ecKd^eejriy 
reoeaex 

Sac  10  (4)  Seruone  731  713.  733.  734.  71*. 
734,  ead  73T  ere  redeetgaeted  m  eectio&a 
3J4A.  W*a  33SC  33SO,  UtX.  IMF.  end  33*0. 
reep*cti*ety 

(e)(1)  Section  I1U(C)(I)  (ea  redeetg- 
heted  fcy  eubeectioa  |4)  of  UUa  eectloa)  U 
•Jneoded  by  KrUtng  oul  "eectloa  TM"  end 
taeming  la  Ueu  thereof  **e*oUon  333D** 

(3)  SecUoa  3MJt(f)(l)(A)(U)  (m  re- 
deKgaeted  by  *ukeectloa  (4)  of  'hie  eeo- 
uoei  la  emended  by  eutkieg  out  ***ubpert 
ft  of  pert  D  of  uue  III"  ead  Ineertlng  la 
ll*u  thereof  -eecttoo*  331  through  333  end 
eertlon  337" 

(1)  Section  IttAin  (1)  (m  redetlgneted 
by  *ubee«tlon  (4)  of  thla  eectlon)  u  emend* 
•d  by  *trtklng  ou;  ***ubpert  n  of  pert  D 
o(  title  mr  en4  taeerung  in  lieu  thereof 
"•ecttona  331  through  334  ead  eecuoo*  337 
endkM" 

(4)  SecUoa  33tA(f)f3)  I ee  redeetgn4t*d 
by  tubeection  (4)  of  thla  eectlon)  la  emend- 
ed »r  *trtktng  out  "eectloa  7*4"  tad  laeerV- 
Ing  la  lieu  thereof    eectloa  tMO~ 

II)  feubeectlone  (1)  end  (J)  of  eectlon 
334A  (M  redeelgnet«d  by  tubeection  (4)  of 
thla  tectlon )  ere  rvpeeled. 

(0(1)  Section  DCS  1  e)  (4«  redeelgaeUd 
by  (vbeeetloa  (4)  of  thla  eectlon)  I* 
4Mnded — 

(A)  by  vtrtktng  out  "eectlon  733"  end  tn- 
eerttng  la  h*u  thereof  "eectlon  334C-;  ead 

(B)  by  Mrtkind  out  "eectlon  7«l"  end  In- 
eertlng  in  tl*u  thereof  "eectlon  33*»- 

(3)u)  Section  tMM (*)<*)  (ee  redeetg- 
aeted  by  rubeMtlea  (4)  of  thie  eectlon)  u 
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4m*nded  by  euiking  out  "eectlon  733  ead 
laeeruag  la  lieu  thereof  "eectloa  33SC" 

18)  Section  33«3)|b|i3MD)il)  |M  r*- 
deeigneted  fcy  •ubeectloa  |4|  of  thu  eec- 
ttoo l  la  emended  by  *tnktng  out  "eectloa 
733"  end  ineerUng  tn  lieu  thereof  "eec. 
lloa  334C** 

(I)  Section  3MB (4 1  im  r«d*ugn*ted  by 
•ubeectloa  (4)  of  thla  eertloaj  la  emeaded 
by  •trtklng  out  "•ubpert  I|  of  pert  D  of 
title  Ul"  end  ia*erting  la  lUu  thereof  *ec- 
Uona  331  through  331  ead  etcttoaa  337  eal 
*Of. 

(d)(1)  Tb*  tectlon  h*edlng  for  eectloa 
33SC  (M  redrtlgneted  by  *ubMcttoa  <e)  of 
thu  eectton)  la  emended  to  reed  4*  follow* 
"urwrwecicT  re4CT-ct" 

(I)  section  33SC<4|  (m  red*»lgaeud  by 
eubeectioa  (4)  of  thU  eectloa)  U  emead< 
ed— 

1*1  by  .truing  out  "eheir  end  lneert- 
Ing  In  ll*u  thereof  m*y  to  th*  *rt*nt  per- 
mitted by  ead  coo*Ut*at  wii.i  in*  r»- 
aulrecnenu  of  4ppltc*ble  Sut*  l*w 

(I I  by  *trUing  out  "hla"  befoc*  e*rt- 
lc*  obllgetioa  eecb  ptec*  it  eppmre  end 
taeertlng  in  lieu  thereof  "the 

IC)  by  *trutng  out  "eectloa  733l4|"  end 
l&eertlng  |a  lUu  thereof  eectlon  333B|«| 
or  uader  eectloa  333  m  la  *3ect  prior  to 
October  1  ItTT*. 

(D)  by  *utktag  out  "prlret*  cttnleat 
prectloe"  end  Inmrtlag  la  ll*u  thereof  "In- 
dependent prictic*",  end 

(X)  by  timing  oul  "hit"  before  "beeith 
profeeeloo"  tnd  inMrtlng  la  lieu  thereof 
**th*  ladindu*]  V 

(I)  Section  33«C(h)  (m  red*tlgn*led  by 
tubeectton  (4)  of  thla  eectloa)  U  euead- 
ed— 

(A)  by  rtrUlng  out  "prltet*  practice"  ta 
pcregrapb  (1)  end  Ineerttng  tn  lieu  there- 
of **lad*peadent  prectloe", 

(»)  by  *tnktng  out  "end"  trier  the 
•emlcoloa  la  •ubperagreph  (A)  of  pere- 
r*"*Ph  ID 

IC)  by  eddlag  et  th«  «n4  of  perngrtph 
(1)  the  following  new  •u&pertgrtph 

"(C)  the  ladltidjel.  tn  providing  heelth 
cere  etrnewt  corered  by  pert  A  or  part  S 
of  UUe  xvrn  of  th*  SocUl  Security  Act 
ehell  egTM  to  ecoept  eet-g-nmint  end  to  *c> 
oept  the  ree/o-mhle  cherg*  4*  ptym*nt  la 
fuU  *,  end 

ID)  by  redet-gaetiag  pertgreph  (I)  ee 
peregreph  (I)  end  inteftlng  th*  foUowtng 
new  peregreph  efter  peregTeph  (1) 

"(I)  prorlde  for  the  eubmlmioa  of  perlollt 
report*  m  required  by  th*  Secret  try  " 

14)  SeoUon  3MC  |m  redetigneced  by  *ub* 
MCUon  1 4)  of  thU  tectlon |  u  further 
4m*ndtd  by  eddung  tt  th*  *nd  thereof  th* 
fot  lowing  new  euheeoUone 

"|*|  The  Secrrtnry  ehell  pro  ride  to  *ecb 
indlriduel  r**eieed  from  ten  Ice  obligation 
under  thla  eectloa  technic*!  euuteace  to 
aeaut  euch  ladiMdual  In  fulfil" ing  hU  or  her 
egrtemerM  under  thU  eectton 

"|4)  Tenure  to  meet  the  term*  of  the 
4gr*emeau  under  tubeection  |b)  *hell  be 
eonetdered  4  breach  of  the  ecbolereMp  ecn- 
treot  at  prwetded  ta  eectlon  13eO 

"(•)  Th*  Secre^ry  *tvall.  out  of  4pprc- 
prletion*  euthoniwd  under  eertton  333  pey 
U  tndlrtdueU  ptrllctpeitng  la  independtnt 
preetlew  under  thla  teotkin  the  com  of  *uch 
indl*tdu*l*e  mtipractic*  ineurence  ead  the 
looter  of— 

"fl)(A)  410  000  la  the  flret  year  ef  obli- 
gated eerrtoe 

"(»)  47400  (a  th*  eecoad  yeer  of  obli- 
gated terry* 

"IC)  43  000  ta  the  third  year  of  obli- 
gated eerrtoe-  and 

"(D)  41  300  la  the  fourth  year  of  0bU» 

"(I)  en  amount  determined  br  •ubtract- 
tng  euch  indlriduelb  net  Income  before  tatet 
from  the  Income  th*  rndl*tdual  would  hate 
reeetred  m  a  member  of  the  Oorpe  for  eecb 
euoh  year  wf  oblicaud  eamee". 
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(•Ml)  faction  MO  (m  rodooitaoton  by 
tubootloa  u)  of  tau  ooction)  l«  mm— « 
»y  Btrtkin*  mm  »u*aoctlon  (t)  u4  ro4o*i«« 

ft.UG*  W^MtlOfl  (ft)     («),  *AO  (4)  M  Kjft- 

Mttmu  (•!  it|.Md1(|,rMp«turtl) 
ll)  noctiOft  IUO  (•>  l»*  rooootfiutfo.  *7 

oubooctloa  (»l  u  tnu  wflW.  on4  p*/«rv> 

O  l  of  UkU  mmnuos  |  u  ojacntloo-- 
I A I    by  oWUlng  out  'MM  too  Til"  4n4 

lAMfUa<  in  Ikrvi  taoroof  "otcUoa  IMA*; 
i»i  by  otrtuac  out  "or"  it  tao  «n4  o< 

porifrtftpll  (I), 

iC|  by  Intoninc  "or"  ti  tho  otvtf  of  p*ro*> 
|,rftpb  <1)  •  -M 

lD|  by  Inorrun*  nftor  pv*f?»ph  (I)  Um 
foitootnf  now  por*fr»pb 

"»«.)  f«to  U  occopt  pny-ont.  or  inrtructo 

tbo  0<lu»ftU©CO.  IMUluUM  U»  obtcb  bo  I* 
onroiuo  not  to  occopt  Hfwii.  Id  wboto  or 
In  port,  or  t  whoUrmbip  under  iwb  coo- 
tout." 

(I)  Section  WOlk)  I M  n4iH|nM  by 
tuboocttoa  i n i  <■>/  tnto  »crUon  nn4  pcrft«T»ph 
(!)  of  thu  iuwti>»  (  u  »/noo4eo— 

(A)  by  »tn»in<  out  "(fro  ony  ronton)"  nan 
intoninc  In  i«u  ihoroof  °iror  nny  wwt  not 
tpeclfton  in  lutMction  (ti  or  ooction  Un? 

«bi>-; 

IB)  by  oirt.inf  out  "tmioa  113  or  1U" 
•no  tnnorUnc  in  ttou  thereof  "ooction  W> 

|C)  by  •trUtnt  out  "icctlon  ?U"  ftoo  In* 
mtu«I  in  I  feu  thereof  **oetion  IM»"  *ftO 

ID)  by  •  in  tint  out  "taction  111'  too  Id- 
eerUaf  in  Iku  thereof  "icctioo  MbC 

If)  (I )  The  toctloa  hetOlaf  for  ftertloa 
tin  | no  r«4oti|Mtod  by  tuftoectton  (*|  of 
tbto  toctloa)  to  onv*n«t€  by  ttmiDt  out 
"«uvn"   one   bveerUnf  In   Uou  there** 

"Wtfl" 

(3)  Section  tM*(o)  <m  redoolfnotoo  by 
♦•jtoectvoo  <•)  of  UU«  ooction)  u  tauout 

I  A)  by  uorrunf  •  k  mm  uv4  **oui  of  •»- 
proprlotloru  tulhortav  jaoer  ooction  SM." 
•fur  Tbo  tKnury  noy". 

IS)  by  tutting  out  "yrtnt"  nn4  IMftnlruj 
tn  lieu  thereof  "loon"  u4 

(Cl  by  etrtklaf  out  "(ether  th*n  »*  in* 
finouol  vbo  boo  entete«  Into  na  Hmnmt 
nader  eocUotsIM)'* 

It)  Section  MtSlftHIHA)  (ft*  reoeelf* 
uU4  by  eubtecuoa  (t)  of  tbto  oecttoft)  u 
tntaM  »t  ttrUtAf  out  *uv«  Seeeribea  in 
»w««mpn«  (I)  tod  (31  of  etcUo*  IUiii" 

(4)  Section  UoSiftt (MB)  (on  r*OMif 
A.M4  by  MbeocUou  i>i  of  Utl*  Mellon)  to 
un«ndo4  by  ttrtUnf  out  "toctlon  IMiki(i)" 
u4  tnoortUf  tn  U«u  tborfof  "toctlon  UOC 

oiiii' 

(t)  Soetlon  mXIft)  (u  rooo-i«n4t44  by 
rubaoetK*  (t)  of  thu  wrtloni  U  furtfeor 
w»4o<  by  itrlilni  out  tbo  Uot  wnunro 

(C)  torttcn  UfSib)  (m  roooti«ntw4  by 
tubooctioo  (ft)  of  tbto  toctlon i  to  imbM 
by  otrtttnc  tut  "grnnt"  tad  tn**nin(  in 
liru  Uftoroof  "toon" 

(1)  ttoetion  unit)  <m  r*4o«t«n.W4  by 
Kiteoetlon  It)  of  Lb  to  toctlon)  to  tntndod 
»T  rtrtklnc  ou|  "front"  iM  lnoortiB<  in  liou 
iboroof  "To«b"  uwl  br  ft44tn<  ot  Uvo  trvd 
thoroof  Um  (oilotrtta«  M«  tontonco  Tho 
Wo*mnf7  ftboU  tot  by  rftfuloltoo  totoroot 
rttot  nan  fopoymont  Urtno  (or  loont  uok 
thto  ooetlou" 

(I)  Tbo 00COO4  toatonco of  oocUoa  3«ti«) 
l»«  ro4o*t«mtU4  by  oubftoctloo  (t)  of  tato 
toettoo)  to  ftntoooxi  by  KrUlt«  out  "IJO 
**rft"  na4  tofttrttnc  In  Itou  taoroof  "M  Oftro" 
4A4  by  ttm.la(  out  boflnnla«  vttb  "»n 
ftmount  noUTTUaotl  uaotr  toctloa  TU(c)" 
tbraucb  tao  porlon'  nan  ftt  tao  on4  tboroof 
Inktrtinc  In  lto«  tarroof  "vtthtn  to  nor*,  tao 
full  oAouni  of  tao  prtattpn)  na4  latoroot 
by  oucb  in4l?t4uol  vftorr  tau  ooction  - 

(f)(1)(A)  Tao  nrot  otntoaoo  of  oottloa 
tMP(a)  (ft-  rt4**l«A*Ud  by  oubooctton  <«) 
of  tato  ooction)  to  nnoonnoo  by  otrUln*  out 
"tbto  oubport"  tan  taoortiac  tn  ttou  taoroof 
-tocuoao  Ml  tbrouffe  »•** 

(>)  Tbo  ft*eoo4  MftUftM  of  »*rtlon  MtT(«) 
(m  roooH«atton  by  ouboootloa  (•)  of  tbto 


toctlon )  to  tJDoaooc  by  otrtkinc  out  "two* 
nan  luortlnc  In  ttou  Uorvof  nam" 

it)  tnottoa  Mtf  (fto  lootootinoton  by  wub* 
ftortion  (ft)  of  Uto  ooction)  to  furtaor 
nmonooo  by  otfttlaf  out  ouboocUon  (ft)  nan 
tnotrtihi  In  ttou  tboroof  tao  follooiac  no* 


ftfot*lia»ton«iaf  ony  other  pro*tftioa 
of  tbto  kubpnrv— 

"(I)  tao  •ocrotory  nuy  not  on  lor  Into  oay 
no*  or  ooaUauinf  ftcaoUr«alp  oonlr»ct  nftor 
•optoabor  *X  mi.  baton*  «uca  eontnet  pro* 
fttnoft  (kit  ot  uvo  tocrrtnry'b  option,  too  con* 
tmet  nuj  bo  oMtorton  into  n  toon  o4Tooraoot 
oanor  vhKh  tao  inolrMunt  to  nUoroa  of  too 
otrrtco  obiifbtioa  oa4  tooornoi  lubto  for  ro- 
portoont.  nt  1  poroont  otaxpto  utoroot  from 
tao  nftto  of  ottWftOtnoni.  of  nil  lunoi  pro* 
rtoton  to  ouca  tanlvMunl  by  tbo  Fuocrtj  Oor* 
orntnoct  uaotor  tock  oontrnot.  nnn 

■(  |)  tao  ttocrotnry  nny  nogotlnto  wttb  io*U- 
«4u*to  for  tao  nottftcntioa  of  nny  Kbotnr* 
•hip  con  met  ftntoron  into  unoor  tbto  tubpnrt 
prior  to  Ocvobor  l.  mi.  U  Incluoo  tao  pro-t- 
otoa  ooocrtbod  la  p*r*fi»pb  (!)  of  tbto  oub. 

"(•)  la  ocufcJtoTUM  nny  ton*  otTooft-oat 
uaotor  ouboocUon  lb),  tbo  Ctoerotnry  oanU  oot 
ron-onftbto  umi  for  tao  porton  of  tbo  tonn 
oac  tao  nolo  upon  vbtob  ropnybMnt  bcflnn 

'(«)  la  Implotnonllaf  oubooctloa  (b).  tbo 
locmnry  ainy  aotounu  utoroot  rotoo  na4 
ropftrmoat  tortM  tftoro  torornbto  to  tbo 
laoirwunl  ootvttuonon  upon  oucb  inslrMunl 
rr* "*l  na  tnatptnOnt  prncUco  in  » 
booJib  onnapooor  ibortnc*  nron  |noftl(nnto4 
uanor  oootton  bM)  " 

(h)  toctlon  UK)* ft)  (no  rottofttfrnoton  >7 
ouboocUon  (t)  of  tbto  ooction)  toftmondo4  by 
ftuuiag  out  "ooction  fH(»)"  bao  tnoofttiif 
in  uou  taoroof  "Mcuon  tttfl*)". 
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The  Chairman.  Senator  Kennedy? 

Senator  Kennedy.  I  would  ask  consent  to  have  my  earlier  state- 
ment with  regards  to  the  youth  employment  bill  be  put  in  the 
appropriate  place  in  the  record,  and  I  would  ask  consent  to  put  my 
statement  in  with  regards  to  the  introduction  with  respect  to  the 
whole  issue  of  personnel  for  medical  training. 

The  Chairman.  So  ordered. 

Opening  Statement  of  Senator  Kennedy 

Senator  Kennedy  Health  professionals  are  a  national  resource. 
They  are  the  vital  link  in  meeting  national  health  care  needs.  For 
20  years  the  Federal  Government  has  responded  to  those  national 
concerns  by  providing  support  for  health  training— to  meet  health 
professional  shortages  ana  to  assure  that  the  disadvantaged  have 
access  to  health  profession  careers. 

In  the  early  1960's  when  we  were  confronted  with  a  shortage  of 
physicians,  we  provided  the  incentive  and  medical  schools  respond- 
ed Within  10  years,  medical  school  enrollments  had  nearly  dou- 
bled. 

In  the  early  1970's  when  we  recognized  that  we  had  too  many 
subspecialists  and  not  enough  primary  care  physicians,  we  provided 
the  incentive  and  medical  schools  responded.  Today  more  tnan  half 
of  all  first  year  resident  are  in  primary  care  training  program.**. 

The  Federal  Government  has  made  an  important  contribution  to 
the  excellence  of  our  health  professions  training  programs.  It  has 
provided  support  and  encouragement  for  innovative  teaching  pro- 
grams like  area  health  education  centers,  other  remote  site  train- 
ing,  nutrition  training,  and  preventive  medicine.  It  has  allowed 
schools  to  reach  out  and  train  students  from  disadvantaged  back- 
grounds It  has  provided  support  to  maintain  and  enhance  the 
excellence  of  our  educational  institutions.  It  has  afforded  individ- 
uals from  diverse  backgrounds,  individuals  of  all  income  levels, 
financial  access  to  a  health  professions  education. 

For  nearly  8  years,  one  administration  after  another  has  come 
before  this  committee  and  proposed  drastic  reductions  in  support 
for  health  professions  education.  The  justification  is  always  simplis- 
tic and  always  the  same— we  have  enough  health  professionals  and 
we  no  longer  need  to  encourage  schools  to  increase  their  enroll- 
ments. 

Do  we  have  enough  nurses?  Study  after  study  has  documented 
the  shortage  of  professional  nurses.  This  administration's  response 
is  to  cut  funding  for  nurse  training  by  nearly  $90  million. 

Do  we  have  enough  public  health  personnel?  Studies,  including 
reports  from  the  Department  of  Health  and  Human  Services,  docu- 
ment the  shortage  of  trained  public  health  professionals. 

Do  we  have  enough  veterinarians?  Enough  podiatrists?  Again, 
the  answer  is  "No  M  Do  we  have  enough  physicians  and  dentists? 
Maybe  But  Federal  support  for  health  professions  training  means 
more  than  numbers  It  means  financial  access  to  and  expensive 
education  for  the  low  and  middle-income  student.  It  means  ad- 
vances in  patient  care  and  knowledge.  It  means  the  difference 
between  excellent  and  marginal  educational  programs. 

Are  we  prepared  to  limit  access  to  medical  school  to  those  who 
can  pay  their  own  way?  Or  force  students  into  lucrative  nonpri- 
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mary  care  careers  or  practice  locations  so  they  can  pay  off  huge 
debts? 

Are  we  prepared  to  stifle  innovative  education  programs  and 
jeopardize  quality  as  schools  precipitously  slash  their  budgets?  Or 
threaten  the  very  existence  of  minority  training  institutions? 

Are  we  prepared  to  deny  the  poor  of  rural  America  and  inner- 
city  neighborhoods  access  to  primary  health  care  on  the  basis  of 
scanty  data  indicating  some  physicians  are  moving  past  the  sub- 
urbs? 

I  am  not  prepared  to  abandon  the  commitment  to  quality  educa- 
tion. I  am  not  prepared  to  deny  the  availability  of  that  education  to 
qualified  students  at  a  reasonable  cost. 

I  am  not  prepared  to  turn  back  the  clock  to  the  late  1960's  when 
60  of  the  102  medical  schools  were  in  financial  distress,  when 
prestigious  schools  like  Johns  Hopkins  faced  closure  due  to  lack  of 
funds. 

Health  professions  education  is  the  foundation  of  the  future  qual- 
ity of  our  health  care  system.  We  have  a  responsibility  to  maintain 
and  strengthen  that  foundation. 

The  Chairman.  Senator  Hawkins? 

Senator  Hawkins.  The  committee  today  considers  an  issue  vital 
to  our  health  care  system;  providing  an  adequate  supply  of  health 
care  professionals.  I  believe  the  Federal  Government  does  have  a 
responsibility  to  insure  that  we  have  a  sufficient  supply  of  trained 
health  professionals  to  meet  the  health  care  needs  of  our  Nation. 

Previous  health  manpower  legislation  enacted  by  Congress  suc- 
cessfully dealt  with  the  physician  shortage  to  the  extent  that  it 
now  appears  that  there  will  be  a  surplus  of  physicians  by  the  mid- 
1990's. 

Despite  this  projected  surplus,  there  are  still  areas  of  medical 
practice  that  need  to  be  emphasized.  One  such  area  that  I  hope 
that  the  committee  will  focus  on  is  family  medicine,  and  the  need 
to  encourage  physicians  to  pursue  careers  in  this  critical  area. 

The  other  critical  area  is  nursing.  Unfortunately,  the  nursing 
shortage  remains  severe.  This  shortage  is  a  national  problem,  but 
Florida,  because  of  our  age  distribution,  is  increasingly  dependent 
upon  nurses  to  meet  the  health  care  needs  of  our  older  residents. 
The  nursing  shortage  in  Florida  has  become  so  severe  that  it  has 
forced  local  hospitals  to  close  patient  units,  overwork  their  existing 
staff,  or  pay  salaries  that  increase  the  cost  of  health  care. 

Because  of  the  budget  constraints  under  which  we  are  operating, 
we  will  not  be  able  to  authorize  funding  for  all  worthy  programs 
designed  to  encourage  health  careers.  We  will  be  forced  to  concen- 
trate on  the  most  critical  areas  and  the  programs  that  have  proven 
to  be  most  effective. 

The  testimony  presented  before  the  committee  will  assist  in  as- 
suring that  an  adequate  supply  of  qualified  health  care  profession- 
als is  available  to  meet  the  health  care  needs  of  our  Nation. 

The  Chairman.  Senator  Quayle? 

Senator  Quayle.  In  view  of  the  time  I  ask  unanimous  consent 
that  my  statement  be  inserted  into  the  record. 
The  Chairman.  So  ordered. 
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Opening  Statement  of  Senator  Quayle 


Senator  Quayle.  The  subject  of  today's  hearing,  health  profes- 
sions education  and  the  National  Health  Service  Corps,  are  pro- 
grams which  were  enacted  in  an  effort,  first  to  overcome  a  per- 
ceived shortage  in  health  professionals  in  the  United  States  and 
second,  to  put  some  of  that  increase  in  health  professionals  where 
they  were  most  needed — in  medically  underserved  areas. 

The  essential  question  which  must  be  addressed  is  the  role  of  the 
Federal  Government  in  health  professions  education.  Current  legis- 
lation seeks  to  shift  the  focus  away  from  institutional  support 
which  sought  to  increase  the  numbers  of  health  professionals,  to  an 
emphasis  on  priorities  in  an  effort  to  overcome  some  of  the  related 
problems  of  geographic  and  specialty  distribution. 

A  perceived  surplus  in  physicians  would  be  welcomed  in  the 
State  of  Indiana  where,  according  to  1978  statistics,  there  were 
only  130  non-Federal  physicians  per  100,000  population  compared 
to  a  national  average  of  187  per  100,000.  It  is  hoped  that  efforts  to 
redistribute  health  professionals  will  be  successful  and  that  States 
like  Indiana,  which  currently  has  30  areas  designated  by  DHHS  as 
being  medically  underserved,  representing  a  population  of  some 
317,000  not  receiving  or  lacking  access  to  primary  care  services, 
will  benefit. 

I  hope  that  some  of  these  issues  and  priorities  will  be  explored 
today  and  that  we  can  perhaps  come  to  some  solution  concerning 
the  appropriate  role  of  the  Federal  Government  in  this  matter. 

The  Chairman.  Before  we  begin  with  our  first  panel,  we  would 
like  to  welcome  you  to  the  witness  table.  We  are  very  sorry  that 
sometimes  the  committee  has  to  conduct  some  very  important  busi- 
ness. Just  be  glad  we  are  not  investigating  you  right  now. 

Mr.  Miller.  You  are. 

The  Chairman.  My  goodness,  I  have  to  get  them  to  inform  me, 
including  Senator  Kennedy. 

We  do  apologize  for  the  delay,  but  that  was  very  important,  and  I 
think  it  was  resolved  in  a  very  satisfactory  way.  We  are  happy  to 
have  you  here. 

We  welcome  Mr  Charles  Miller,  the  Acting  Assistant  Secretary 
for  Health  of  the  Department  of  Health  and  Human  Services.  He  is 
accompanied  by  Susanne  Stoiber,  Deputy  Assistant  Secretary  for 
Health  Planning  and  Evaluation;  Robert  Graham,  M.D.,  Acting 
Administrator,  Health  Resources  Administration,  and  Daniel  White- 
side, Director,  Bureaus  of  Health  Personnel  Development  and 
Service,  Health  Services  Administration. 

I  might  mention  for  you  in  advance,  it  might  be  difficult  for 
members  of  the  committee  to  sit  throughout  the  full  hearing,  be- 
cause a  number  of  us  are  on  the  Budget  Committee.  We  are  in 
major  confrontations  there,  and  a  number  of  us  have  other  press- 
ing difficulties  that  have  to  be  taken  care  of.  So  if  you  will  under- 
stand that  we  may  have  staff  take  testimony  which  is  crucial  to  the 
bills  we  are  trying  to  get  resolved  before  May  15,  so  we  appreciate 
the  efforts  that  you  have  put  forth  in  being  with  us  today. 
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STATEMENT  OF  CHARLES  MILLER  ACTING  ASSISTANT  SECRE- 
TARY FOR  HEALTH,  DEPARTMENT  OF  HEALTH  AND  HUMAN 
SERVICES,  ACCOMPANIED  BY  SUSANNE  STOIBER  DEPUTY 
ASSISTANT  SECRETARY  FOR  HEALTH  PLANNING  AND  EVALU- 
ATI  ON;  ROBERT  GRAHAM,  M.D.,  ACTING  ADMINISTRATOR, 
HEALTH  RESOURCES  ADMINISTRATION;  DANIEL  WHITESIDE, 
DIRECTOR,  BUREAU  OF  HEALTH  PERSONNEL  DEVELOPMENT 
AND  SERVICE,  HEALTH  SERVICES  ADMINISTRATION,  A 
PANEL 

Mr.  Miller.  Mr.  Chairman,  in  the  interest  of  time,  unless  you 
wish  otherwise  

The  Chairman.  It  would  be  wonderful  if  you  could  summarize, 
because  we  will  put  all  the  statements  into  the  record. 

Mr.  Miller.  I  am  even  offering  to  skip  the  summary.  I  will  move 
directly  to  questions.  I  do  want  my  statement  in  the  record.  I  think 
that  the  administration  s  position  on  matters  before  you  have  been 
well  stated  by  the  Secretary  before  you  last  week,  and  I  will  be 
glad  to  move  to  questions. 

The  Chairman.  That  is  terrific.  I  think  that  is  a  good  procedure 
to  follow,  and  that  allows  us  to  ask  questions  up  front. 

My  bill,  S.  799,  is  the  same  as  the  administration's  proposal  with 
regard  to  total  dollar  allocation.  Although  I  propose  to  use  some  of 
the  funds  to  support  different  programs.  Nonetheless,  I  would  ask, 
what  is  the  administration's  rationale  for  such  a  severe  cut  in 
health  manpower  and  nurse  training  programs? 

Mr.  Miller.  Mr.  Chairman,  I  think  that  given  the  situation 
where  there  seems  to  be  a  consensus  that  there  are  going  to  have 
to  be  significant  cuts  in  Government  expenditures,  we  are  going  to 
have  to  choose  those  areas  where  the  Government  is  put  in  place, 
have  largely  done  their  work,  and  I  think  this  is  true  with  respect 
to  the  health  professions  area,  more  than  any  other. 

These  programs,  many  of  them,  were  started  and  enhanced  in 
order  to  increase  the  supply  and  affect  the  distribution  of  health 
personnel.  While  there  are  still  problems  remaining  before  the 
country,  and  we  think  that  the  bills  that  the  administration  will 
send  up  will  continue  to  att:ack  those  problems,  we  do  believe  that 
in  a  tight  economy  that  this  is  an  area  that  really  has  to  take  its 
share. 

The  Chairman.  In  light  of  the  projected  surplus  of  physicians, 
and  the  administration  position,  how  do  you  plan  to  deal  with  the 
6,500  scholarship  recipients  currently  in  the  pipeline? 

Mr.  Miller.  Well,  Mr.  Chairman,  we  believe  that  the  level  of  the 
National  Health  Service  Corp  that  we  are  proposing  for  fiscal  year 
1983  will  be  sufficient  to  take  care  of  those  scholarship  recipients 
in  the  pipeline. 

Our  plan  is  to  take  a  look  at  the  situation  in  the  out  years  with 
some  expectation  that  we  will  begin  the  scholarships  again. 

The  Chairman.  Will  any  scholarship  recipients  be  relieved  from 
their  obligations  without  either  serving  or  paying  back  the 
amounts  that  you  have  given  them  in  their  awards? 

Mr.  Miller.  We  do  not  think  that  will  be  necessary. 

The  Chairman.  So  the  administration  intends  to  substantially 
revise  the  designation  process  for  the  Health  Service  manpower 
shortage  areas? 
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Mr.  Miller.  We  cannot  answer  that  at  this  time,  Mr.  Chairman. 
We  recognize  that  it  is  an  area  that  needs  a  careful  look.  We  are 
taking  a  careful  look  at  it.  We  do  agree  with  the  approach  that  I 
think  you  are  taking,  to  try  and  combine  whatever  the  designation 
is,  into  one  system  of  designation.  But  we  have  not  yet  completed 
our  work. 

The  Chairman.  Thank  you. 

The  administration  proposes  to  target  money  to  support  nurse 
training,  and  to  improve  the  registration  and  retention  of  regis* 
tered  nurses.  Yet  the  funding  level  proposed  is  well  below  my 
recommendation  of  $30  million  In  fact,  it  is  almost  half,  $15  mil- 
lion. 

Do  you  really  believe  this  sum  is  realistic  with  the  shortage  of 
nurses  we  have? 

Mr.  Miller.  Well,  Mr.  Chairman,  I  know  that  you  have  heard 
this  discussion  many  times.  I  think  our  problem  at  this  juncture  is 
that  we  really  do  not  know  what  kind  of  programs  will  be  most 
effective  in  getting  at  the  problem  of  nursing.  I  think  there  is 
beginning  to  be  a  con&  nsus  that  the  problem  is  not  one  of  entry 
into  the  nursing  profe&ion,  but  rather  retention  in  the  nursing 
profession. 

We  have  a  major  study  underway  with  the  National  Academy  of 
Sciences,  which  is  attempting  to  take  a  look  at  this,  to  determine 
what  would  be  the  most  effective  method  of  retaining  nurses  in  the 
profession  Until  then  we  believe  that  some  of  the  previous  pro- 
grams may  be  targeted  at  the  wrong  problem.  But  we  recognize 
this  is  a  very  difficult  area  that  needs  a  lot  of  attention. 

The  Chairman.  Thank  you. 

I  have  a  large  number  of  other  questions  that  I  would  like  to 
submit  for  the  record. 

I  am  very  pleased  to  have  Senator  Hawkins  and  Senator  Nickles 
with  us  here  today. 

Senator  Hawkins  has  agreed,  in  light  of  the  problems  that  I  have 
right  now,  to  chair  these  hearings  further.  I  am  very  grateful  to 
you,  Senator  Hawkins.  Why  do  you  not  move  over  to  this  chair0 

I  appreciate  you  being  here.  I  will  submit  those  questions  to  you, 
and  if  you  can  get  those  back  as  soon  as  possible. 

Mr.  Miller.  We  will  do  that. 

Senator  Hawkins  [presiding]  Am  I  correct  in  my  belief  that  the 
administration  supports  training  in  nonphjsician  specialties,  such 
as  physician  assistants  and  nurse  practitioners? 

Mr  Miller.  Yes,  we  do,  at  a  reduced  level.  But  we  will  be 
recommending  continuous  support  for  both  of  those  specialties. 

Senator  Hawkins.  Do  you  know  what  level  of  support  you  are 
recommending?  Let  us  take  the  physician  assistants 

Mr.  Miller.  We  would  recommend  a  level  of  $5  million  in  fiscal 
year  1982. 

Senator  Hawkins.  $5  million  in  1982? 

Mr.  Miller.  That  is  for  physican  assistants. 

Senator  Hawkins.  Nurse  practitioner  training? 

Mr.  Miller.  $6.5  million  for  nurse  practitioners. 
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Senator  Hawkins.  How  much  does  each  National  Health  Service 
Corps  nhysician  cost  the  Federal  Government  a  year? 
Mr.  Miller.  May  I  ask  Dr.  Whiteside? 

Dr.  Whiteside.  It  costs  on  the  average  about  $53,000,  if  you 
include  their  salary  and  their  cost  of  travel  and  moving  their 
families  to  the  sites. 

Senator  Hawkins.  Salary  plus  expenses? 

Dr.  Whiteside.  Yes. 

Mr.  Miller.  Of  course,  that  is  the  initial  cost,  Senator.  You  said 
each  year.  I  think  that  Dr.  Whiteside  has  included  the  initial 
starting  costs.  On  an  annual  basis  that  decreases. 

Senator  Hawkins.  For  each  one.  How  many  years  are  the  physi- 
cians in  the  program? 

Dr.  Whiteside.  The  cost  for  the  people  in  the  National  Health 
Service  Corps  will  drop  over  the  number  of  years  which  they  stay 
in  the  program.  For  example,  you  would  subtract  around  $3,000  of 
travel  costs  in  subsequent  years. 

Senator  Hawkins.  Is  geriatrics  one  of  the  national  priority  medi- 
cal specialties  that  the  administration  wants  to  focus  attention  on? 

Mr.  Miller.  I  think  selectively.  For  example,  we  are  proposing  a 
small  authorization  for  podiatrists.  We  will  be,  in  the  bill  we 
submit—that  very  definitely  is  targeted  toward  special  populations, 
I  articularly  the  elderly. 

Senator  Hawkins.  Since  those  individuals  that  are  75  and  over 
are  the  fastest  growing  segment  of  our  population,  do  you  not  think 
that  more  emphasis  should  be  placed  on  a  study  of  geriatrics, 
perhaps  a  course  for  all  doctors,  as  well  as  a  specialty? 

Dr.  Graham.  Madam  Chairman,  in  addition  to  the  response  Mr, 
Miller  has  already  made,  in  the  preliminary  cart  training  pro- 
grams which  we  support,  that  you  were  referring  to  earlier,  the 
family  practice  and  pediatrics,  we  try  to  provide  emphasis  in  the 
grant  awards  to  those  programs  which  will  emphasize  the  training 
in  geriatrics,  and  care  of  the  aging  populations  in  their  residency 
programs. 

Senator  Hawkins.  I  have  no  other  questions. 
Senator  Nickles,  we  will  have  his  questions  entered  into  the 
record,  as  well. 
You  can  answer  in  writing,  if  you  would. 
Thank  you  for  coming  today. 
[The  prepared  siatenv  nt  of  Mr.  Miller  follows:] 
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MR.  CHAIRMAN  AND  MEMBZRS  Of  TBS  COMMITTEE: 

It  is  a  pleasure  for  me  to  appear  before  you  today  to  present  our 
views  on  the  rederal  rol«  in  health  professions  education  and  on 
the  National  Health  Service  Corps.    The  legislation  you  have 
introduced,  S.  799  and  S.  801,  are  in  most  respects  similar  to  the 
proposals  we  will  sub«it  shortly,  and  w  look  forward  to  joining 
you  in  pursuit  of  our  common  goals. 

Over  the  past  decade  and  a  half,  the  Federal  Government  has  played 
a  major  role  in  the  support  of  health  professions  education,  for 
■ost  of  this  period,  we  sought  to  expand  the  Nation's  capacity 
for  training  the  key  professionals:    physicians,  dentists,  nurses, 
public  health  personnel,  and  associated  health  professionals.  At 
the  time  the  programs  were  established,  the  outlook  was  for  serious 
national  shortages  of  health  profesrionals  to  w«-?t  rising  demands 
for  care. 

As  Secretary  Schweiker  discussed  with  you  last  week,  the  Federal 
programs  to  increase  the  aggregate  supply  of  physicians  and  other 
health  providers  have  been  extraordinarily  successful.    Since  1970, 
for  example,  the  annual  numo«r  off  graduates  from  medical  schools  has 
increased  from  9,000  to  over  15,000.    We  now  have  in  place  sufficient 
training  capacity  to  produce  the  required  number  cf  health  pro- 
fessionals, in  total,  for  just  about  every  major  discipline. 
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Yet  there  still  are  shortages  of  health  professionals  in 
certain  geographic  areas  and  in  certain  specialties. 
Individuals  from  minority  and  other  disadvantaged  backgrounds 
continue  to  be  seriously  underrepresented  in  the  health 
professions.    The  Administration  believes  that  there  is  a 
continuing  role  for  the  Federal  Government  in  helping  overcome 
these  and  othwr  special  health  professions  problems. 

Like  you,  we  propose  to  end  support  for  most  general  institutional 
assistance.     This  includes  support  in  the  form  of  capitation  grants, 
start-up  grants,  and  construction  programs.     These  are  the  programs 
that  have  contributed  so  substantially  to  the  expansion  of  the 
Nation's  health  professions  training  resources.     At  a  time  of 
severe  economic  constraints,  large  general  subsidies  are  not  the 
best  means  for  meeting  those  priority  needs  that  still  must  be 
addressed  on  a  Federal  level. 

As  would  your  bill,  we  would  also  promote  an  increase  in  the 
supply  of  priuary  care  physicians  through  continued  support  of 
training  in  family  sedicine,  general  internal  medicine,  and 
pediatrics.     Since  1972,  Federal  grant  funds  have  been  used  to 
stimulate  the  development  of  primary  care  training  programs  and 
residencies.     A  larger  percentage  of  physicians  now  choose 
primary  care  specialties,  and  primary  care  has  become  an 
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established  educational  program  in  the  curricula  of  many 
medical  schools.     Continued  support  will  help  to  achieve  a 
reasonable  balance  between  primary  care  and  other  specialties. 

In  order  to  further  improve  the  distribution  of  health  pro- 
fessionals, and  thereby  ensure  that  people  living  in  remote 
or  underserved  areas  have  better  access  to  health  services, 
we  propose  to  continue  support  for  Area  Health  Education 
Center  { AHEC)  programs.     AHECs  serve  as  regional  educational 
systems  where  health  professions  students  receive  a  portion  of 
their  clinical  training  in  facilities  located  in  shortage  areas. 
These  programs  help  address  long-term  needs  by  encouraging  health 
professionals  to  enter  practice  in  such  areas.     Your  bill  also 
would  extend  the  authority  for  support  of  AHECs. 

He  share  with  you  the  veiw  that  it  is  appropriate  for  the  Federal 
Government  to  help  maintain  the  quality  or  prevent  the  closure 
of  health  professions  schools  in  serious  financial  straits.  We 
would  continue  to  provide  financial  distress  grants  to  schools 
now  receiving  such  aid.    However,  a  grant  would  b«  limited  to 
3  years  and  reduced  251  from  the  preceding  year.    Over  the 
history  of  this  program,  33  schools  have  received  574  million 
in  grants.    Of  these,  27  were  able  to  achieve  financial 
solvency  and  are  now  operating  without  special  support. 
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We  also  propose  to  continue  supporting  training  for  public  health 
professionals  to  help  identify  public  health  problem*  and  develop 


We  balieve  tbat  this  assistance  should  take  the  form  primarily 
of  special  project  aid  to  high  priority  training  programs.  To 
a  limited  extent,  aid  also  should  be  authorized  for  tralneeships 
to  public  health  students. 

We  propose  the  establishment  of  a  new  pro^ras  to  encourage  the 
continued  growth  of  important  preventive  health  activities 
through  the  development  of  preventive  medicine  departments  and 
preventive  medicine  residency  training  programs.     Your  hill  would 
include  preventive  medicine  training  as  one  of  the  types  of 
training  that  might  be  supported  under  the  public  health  special 
project  authority. 

The  problems  faced  in  the  area  of  nurse  training  and  the  availability 
of  nurses  are  somewhat  different  froa  the  problems  of  health  pro- 
fessions training  and  availability  generally.    Although  there  has 
been  significant  growth  in  the  number  of  active  registered  nurses, 
it  is  also  clear  that  there  are  troublesome  vacancies  and  shortages 
in  some  of  the  least  favorable  facilities,  settings,  or  snlfts. 


improved  mmthods  of  health  promotion  and  di 


prevention. 
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Among  the  ruioni  Cor  nursing  shortages  appear  to  be  inadequate 
salaries  and  fringe  benefits,  lack  of  career  ladders  to  provide 
mobility  between  levels  of  skill,  and  lack  of  flexibility  in 
scheduling  hour*  and  night  and  shift  work  without  adequate 
•alary  differential*.     In  certain  types  of  facilities,  w*  are 
seeing  a  number  of  nurses  leaving  settings  such  as  intensive 
care  uniits  and  other  emotionally  and  physically  taxing  settings. 

We  propose  to  target  nurse  training  support  through  special 
project  awards  designed  to  improve  the  distribution  and 
retention  of  registered  nurses.    He  would  extend  support  for 
continuing  education  programs,  particularly  these  emphasizing 
bedside  nursing,  primary  care,  and  prevention,     we  propose  to 
continue  support  for  nurse  practitioner  training  and  to  increase 
nursing  education  opportunities  among  individuals  from  disadvantaged 
backgrounds. 

In  a  limited  number  of  other  health  professions  program  areas,  we 
plan  to  carry  out  initiatives  of  special  national  interest. 
Examples  of  such  areas  inlcude  education  and  training  of  allied 
health  personnel  for  health  promotion  and  disease  prevention, 
develop  curriculum  and  training  for  podiatrists  and  help  meet 
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the  Coot  care  needs  of  special  population  groupa  such  *s  the 
elderly,  and  curriculum  improvements  In  schools  of  veterinary 
medicine. 

Like  you,  we  recognize  the  need  for  additional  Information  on 
health  professions  supply  and  requirements  as  a  basis  for  sound 
policy  development.     We  propose  to  continue  the  authority  for 
monitoring  and  analyzing  health  professions  data.    This  would 
Include  the  development  and  refinement  of  estimates  of  current 
and  future  health  professions  supply,  requirements,  and 
distribution.    We  would  continue  special  activities  begun  under 
the  Graduate  Medical  Education  National  Advisory  Committee  to 
identify,  coordinate,  and  analyze  medical  specialty  requirements. 

I  would  emphasize  that  this  Administration  sees  its  role  in 
relation  to  health  professions  education  as  being  one  of 
cooperation  with  State  and  local  governments,  educational 
institutions,  the  professions,  and  others  to  accomplish  national 
priority  goals. 

Student  Assistance  Programs 

Current  law  provides  for  a  number  of  student  assistance  programs, 
including  the  Health  Professions  Student  Loan  ( HPSL)  Program, 
the  Health  Education  Assistance  Loan  ( HEAL)  Program,  the 
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Exceptional  financial  Need  (ITX)  Scholarship  program,  the 
Loan  Repayment  program,  the  Nursing  student  Loan  (NSL)  program 
and  Nursing  Scholarships*    In  addition,  health  ptofessions 
students  are  eligible  for  both  Guaranteed  student  Loans  (GSL) 
and  National  Direct  Student  Loans  (NOSL)  offered  through  the 
Department  of  Education,    All  of  these  programs  have  served 
the  country  voll,  and  at  a  time  when  there  was  a  shortage  of 
physicians  and  other  health  care  providers  there  was  a  cogent 
rationale  for  supporting  students  desirous  of  a  health  professions 
education*    Tiaes  have  changed ,  however. 

Many  student  assistance  programs,  while  aeritorioua,  cannot 
withstand  the  careful  scrutiny  which  all  progress  aust  undergo 
at  a  time  when  there  is  a  aandate  from  the  American  people  to 
reduce  Federal  spending.    As  part  of  the  president's  overall 
effort  to  be  responsive  to  that  aandate,  it  becomes  very 
difficult  to  justify  subsidizing  the  education  of  individuals 
who  in  the  aggregate  becoae  some  of  the  highest  incoae  earners 
in  the  country.    Thus,  the  student  assistance  programs  for 
health  professions  students  outlined  in  the  president's  budget 
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would  eliminate  subsidies  for  most  students.     It  is  on  this 
basis  that  the  Administration  can  fully  support  the  provisions 
in  your  companion  bill,  S.  799,  which  will  eliminate  the 
Scholarships  for  Students  of  Exceptional  Financial  Need  and 
Nursing  Scholarships, 

Although  the  Administration  will  no  longer  provide  general 
subsidies  for  health  professions  students,  we  believe  that  some 
program  reforms  are  needed  so  that  a  health  professions  career 
is  not  limited  tc  the  more  affluent  members  of  our  society.  In 
order  to  reduce  the  cost  to  the  Federal  Government  and  still 
continue  to  offer  disadvantaged  students  an  opportunity  for  a 
health  professions  education  without  undertaking  a  major  financial 
obligation  or  a  service  obligation,  the  Administration  is  considering 
a  proposal  to  make  market  rate  HEAL  loans  more  attractive  to  these 
students.    Disadvantaged  stddents  who  do  not  complete  their  schooling 
would  have  the  loan  repaid  by  the  Pederal  Government,  in  effect 
converting  it  to  a  scholarship.    Those  students  who  complete  school 
would  be  responsible  for  repaying  the  loan.    This  approach  would 
provide  disadvantaged  students  with  the  same  opportunity  as  an  EFN 
scholarship,  but  che  Pederal  Government  would  only  be  subsidizing 
those  low  income  students  who  do  not  succeed  academically. 
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The  Health  Professions  Student  Loan  and  Nursing  Student  Loan 
programs  are  need-based  and  were  initially  authorized  in  tha 
Health  professions  Educational  Assistance  Act  of  1963 
p.L.  88-129)  and  tha  Nurse  Training  Act  of  1964  (P.L.  88-581) 
and  are  administered  by  the  schools  through  a  revolving  fund. 
Dollars  that  were  initially  appropriated  by  the  Federal 
Government  are  continually  recycled  by  the  institution,  thus 
maximizing  the  use  of  the  Federal  dollar.    Because  of  the 
importance  of  these  funds  to  tho  schools,  the  Administration 
endorses  your  recommendation  that  the  funds  already  appropriated 
continue  to  be  reloaded,  but  that  no  new  funds  be  either 
authorised  or  appropriated.    However,  we  believe  that  the 
revolving  loan  money  should  be  used  for  disadvantaged  students 
who  may  have  difficulty  securing  a  bank  loan. 

The  Administration  also  supports  the  changes  you  propose  for 
the  HEAL  program,    with  no  additional  appropriation  for  the 
two  student  loan  programs  and  the  repeal  of  EFN,  HEAL  will 
become  the  principal  student  assistance  program  for  health 
professions  students.    Created  in  1976,  this  Federally 
Guaranteed  Loan  program  had  some  problems  initially  getting 
under  way.    a  series  of  amendments,  however,  passed  sine*  its 
creation — the  most  recent  being  p.L.  96-538,  signed  into  law 
on  December  17,  1980,  and  which  authorized  lenders  to  charge 
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borrowers  T-bill  plus  3-1/2  percent  with  no  ceiling — have  made 
the  program  attractive  to  major  lenders  including  Chase 
Manhattan,  the  principal  lender  to  date,  and  now  Citibank,  the 
second  largest  bank  in  the  country. 

Although  the  HEAL  Program  is  becoming  increasingly  viable  as 
currently  authorised,  several  provisions  will  enhance  the 
program  considerably,  including: 

—  raising  the  borrowing  limits  to  offset  increasing 
tuitions; 

—  removing  tha  currant  rastriction  limiting  tha  percant 

of  students  aligibla  for  HEAL  Loans  in  a  givan  institution 
to  50  parcant. 

The  Administration  supports  all  of  thasa  changes  but  will  recommend 
as  well  that  HEAL  Loans  be  made  availabla  to  nursing  students.  It 
is  our  view  that  tha  incorporation  of  thasa  changas  into  the 
present  program  will  ansura  the  continuad  availability  of  loan 
funds  for  health  professions  studants. 

National  Health  Service  Corps t     (Scholarship  and  Piald  Placement 
Program) 

Tha  National  Health  Service  Corps  and  ips  related  scholarship 
program  were  originally  designed  to  provide  a  mechanism  for 
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the  Federal  Government  to  guarantee  the  availability  of  health 
care  providers  in  the  underserved  areas  of  this  country.  In 
exchange  for  a  scholarship  to  finance  a  health  professions 
education,  upon  completion  of  their  education  scholarship 
recipients  would  be  required  to  provide  at  least  two  years 
of  service  in  undersorved  areas. 

Simultaneous  with  the  inception  of  the  NHSC  and  scholarship 
program,  the  Federal  Government  provided  medical  and  other 
health  professions  schools  with  incentives  to  train  more 
physicians  and  other  health  professionals  in  order  to  address 
the  physician  shortage  problem.    With  the  growing  surplus  of 
physicians  there  is  strong  evidence  that  they  are  beginning  to 
aigrate  to  some  of  the  more  rural  areas  of  this  country.  What 
is  now  critical,  however,  is  to  adjust  the  projected  field 
strength  of  the  Corps  in  order  to  provide  health  care  to  those 
areas  of  the  country  where  all  available  evidence  would  indicate- 
physicians  and  other  health  providers  will  not  choose  to  locate. 
It  is  on  this  basis  that  the  Administration  is  planning  for  a 
projected  and  stable  field  strength  of  2,500  and  is  pleased  to 
a««  that  you,  Mr.  Chairman,  concur  with  that  judgment.     In  order 
to  reach  that  2,500,  the  Administration  will  recommend  that  the 
awarding  of  new  scholarships  and  recruitment  of  volunteers  be 
suspended  until  at  least  1983  when  additional  personnel  will  be 
needed  to  maintain  the  2,500  field  strength.    Coupled  with  these 
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changes,  the  Administration  would* 


Permit  the  private  practice  option  to  continue  with 
additional  flexibility  to  permit  the  establishment  of 
practice  in  shortage  areas; 

Continue  the  Secretary's  discretion  to  offer  one-ti*s  start- 
up grants  of  $25,000  to  both  Corps  obligors  who  are  newly 
available  for  service  and  obligors  who  have  completed 
their  service  and  are  willing  to  establish  a  private  practice 
in  high  priority  underserved  areas} 

Continue  placement  of  Corps  obligors  with  State  and  local 
governments) 

Continue  to  allow  the  Secretary  to  designate  DoD  and  VA 
installations  as  shortage  areas  and  as  such  placing  assignees 
in  these  institutions) 

Continue  to  allow  students  to  buy  out  of  their  service 
obligation. 


In  summery,  Mr,  Chairman,  the  Administration  generally  supports  the 
thrust  of  s.  801.    As  I  think  you  will  agree  the  National  Health 
Service  Corps  has  had  and  continues  to  have  a  very  important 
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function  to  perform— that  of  providing  health  car*  to  the 
truly  underserved  areas  of  this  country — whiia  at  the  saaa 
tistt  encouraging  the  delivery  of  medical  care  to  these  araas 
through  tha  privata  sactor  wherever  possible*    To  accomplish 
that  goal*  af forts  naad  to  ba  diractad  at  reducing  tha  siza 
of  tha  scholarship  program  so  that  tha  number  of  scholarships 
is  more  in  lina  with  tha  naads  of  tha  Corps  and  to  ansura  that 
a  fiald  strangth  of  2500  can  ba  saintained  in  tha  future. 

Conclusion 

In  conclusion,  nr.  Chairman,  tha  Administration  is  in  tha  procass 
of  drafting  its  own  haalth  professions  lagislation,  and  we  ara 
ancouragad  by  tha  bills  you  hava  introduced*    We  look  forward  to 
working  with  you  on  this  important  legislation*    Ha  will  ba  plaasad 
to  try  to  answer  any  questions  you  may  have* 
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Opinion  Forum:  Morilyn  L  Dytr,  RN 

Diploma  Schools: 

Oppose  the  ANA  1985  Proposal 


T  wnM  Um  to  prelate  my  marks 
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•  dirtcu*.  U  »  mplcwia  school  ut 
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«aut  i^rota«ioo  to  trhsch  confu- 
sion, frweuatjou,  a*d  chaos  bom 
bKMM  of  the  American  Nursef 
Association's  (ANA*t)  1M5  Entry 
Imo  fractkt  proposal  1  wooder 
what  wffl  tame  Woracd  to  Ameri- 
bcahh  car*  ssaods  when  toe 
■— aaJtlosi  wad  to  the  lortheonv 
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brim  that  graduotee  of  diploma 
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ba  regarded  at  swosVeaioaeJ  rather 
than  technical  assrses. 


The  ma  jo  iiy  of  nurwv  oppose  the  profeukmaV 
technical  apM  .  .  |We]  mini  work  together  to 
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education,  howorr,  must  work  dib- 
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age  h  dtscusted  tn  ihr  Majrh  1979 
AmerH**  Journst  of  Nurtln?  The 
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rare  exceptions  aU  tiati-s  have  a  seri- 
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Diploma  scbooh  continue  to  provide  nursing 
students  with  the  greatest  percentage  of  clinical 
experience  in  •  hospital  setting.  *  ' 


eatioo  failed  to  umuminkatc  to  the 
ratt  of  the  profession  the  type  of 
nonfat  education  it  currently  pro- 
vides? According  to  the  Nmioml 
league  for  Kursuiz  (NLN)  DivUom 
of  Dipiome  tro$mmr  Edmonton 
for  /vWtg-TV  Diphmo  Wey, 
mvn%  90  ptrcert  of  NLN-aeertd- 
hod  diploma  or  ^aav  (267  oat  of 
297  program)  .  -  the  general  ed- 
ucation courses  taught  by  American 
ootteget  and  wuverstoes. 

While  thi  NLN  pamphlet  does 
aoc  give  the  exact  number  of  eeaer- 
al  tovcxtion  oounat  offered  in  each 
olptoma  school,  Northwett  Texas 
HotpruJ  School  of  Nonfat  reonftat 
atadentt  to  take  36  semester  boon 
fa  Enfhsh,  ofafaaj,  psycboJof?,  » 
cfafafy,  chemiatry,  aamao  toatoary 
and  phytfafagy,  and  notritkm  as  a 
aitiaquJtlte  to  the  nonrng  coursat. 
Many  other  diploma  schools  have 
stmilar  raqairemena.  The  only  pea- 
aral  aducttion  courses  Northwett 
Texas  Hospital  School  does  not  pro- 
vide and  a  ndghbodna  baccalaure- 
ate profrem  does  are  EngUth  htera- 
tvrt,  history,  aovr  rnmtrrt,  physical 
aducacSon,  aow  M  houn  of  aWc- 
tfvtt.  Therefore  1  fail  to  see  the 
difference  between  the  ANA'S  idea* 
rifted  "rigorous  crone  of  study** 
and  the  majority  of  dsplomt 
schools*  present  curncuU.  I  feel 
both  coDeatues  and  nonaurtinx  av 
sodates  are  aasumtng  the  cttpfomt 
programs  have  aot  changed  in  25 
years.  This  is  simply  not  the  case 

Diptomi  tcbooH  continue  lo  pro- 
vide nursing  students  with  the  ticsl* 
eat  percentage  of  cluneal  experience 


in  a  hn^phel  setting.  The  value  of 
each  experience  could  form  xnotheT 
ertfcfc.  Physicians  natkmwklc  have 
expressed  concern  to  me  during  the 
past  two  yean  about  the  Tverem- 
phasis  on  theory  and  the  undereav 
phxsh  on  dmical  experience  in 
■ursing  programs.  Diploma  schools 
mutt  continue  to  provide  excellent 
clinic  al  experience  with  its  cone* 
fated  theoretical  content. 

4.  Advtnt  rffta  of  aW  peopomt 
on  Uplom*  oaWaffan  roendt- 
mtnt  !  know  !  speak  for  many 
alploma  school  odocaton  when  1 
point  out  how  unfortunate  the  pro- 
posers affect  has  been  on  student 
recruitment.  Dsplomt  nurse  educa- 
tors must  continually  identify  and 
share  new  ways  to  counteract  this 
adverse  affect  We  must  fond  to- 
gether to  assure  Americans  that 
diploma  schools  wffl  continue  to 
produce  weU- prepared  nurses 

5.  Seven  out  of  im  nvntt  oppoot 
the  Entry  heo  Froetke  propot- 
a/.  Refbtertd  Nunc  conducted 
t  tpedal  poU  in  summer  1971  and 
revealed  that  72  7  percent  of  10,117 
nurse  respondents  opposed  (he  pro 
notal,  36.1  percent  favored  it,  and 
1.2  percent  old  not  answer'  In 
April  1979  fitfisurr*-  Nurx'i  rdrior 
latpondad  to  a  published  letter  to 
the  editor  that  questioned  the  ;s*Vi 
accuracy  by  stating,  "In  short,  we 
repeat,  the  poll  k  as  accurate  as  any 
you  11  ever  hope  to  ftnd.M 

If  there  is  disunity  within  the 
nursing  profession  today,  imagine 
the  disunity  that  will  exist  among 
ICaaahaWantar/fl 
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Diploma  schools  t~mp*ri 


The  mining  profession  needs  to  spend  more  time 
and  energy  making  education  relevant  and 
accessible  and  less  time  'labeling*  nurses.  . .  . 
Continuing  education  [must  be  made]  more 
available  to  nurses  in  all  types  of  programs.  *  ' 


annex  if  the  KHA'%  1915  propoul  n 
top)  smarted.  Nurses  must  work  for 
godi  that  win  unify,  not  divide,  the 
pro/essioo. 

Tte  list  of  problems  we  face  k 
eadWvs,  but  we  have  identified  sev- 
eral mxjot  issues.  If  wt  oppose  the 
ANA'*  proposal,  what  are  the  alter- 
aeth-cs? 


Svppori  aho  CuftOfli  S)yta*a* 

The  nursing  profession  must 
maintain  ks  educational  system . 
Two  categories  of  aursiag  practice 
already  cxnt:  the  beamed  practical 
(technical)  mine  (UN)  and  the 
registered  (profeasiooal)  nurse 
(RN).  AU  types  of  nursing  progrims 
and  nunes  axe  needed  now,  will  be 
aeeded  in  1915,  and  probably  wilt 
be  aeeded  in  the  twenty. first  centu- 
ry as  wefl  The  profession  cannot 
permit  proposed  cnaancs  to  further 
magnify  the  canting  oursin*  short- 

The  NLN  "Position  Suteinent  on 
Preparat.on  for  Begin/ting  Practice 
in  Nurwnj"  tupporu  all  four  types 
of  basic  nursing  education  pro- 
grams, aitociitc  degree,  baccalau- 
reate, diploma,  and  practical  nurv 
in, 

It  states 

Svppoti  tot  At  fcwr  r/pn  *  MnMt  p« 
|tmu  h  mx.  ifcf ity  m  t  ljf-«w*>t 
■radkrioa.  Wi  aho  Hfcinan  tW  teapot 
NStf  in  a  n'.n  iy+tn  OW  Me*«tp3*n  Utt 
fe*l<»  e»t«  *f*di  of  a  pfontot*  aV»v*irflc 
»Ov  <ty  «  «  cf  *  tW  rm*  at  •  •ro<ri4ioo  in 
0k  ?        of  pmik  mi  caMft  • 

U 


We  need  to  maintain  the  present 
system.  The  American  Medical  As- 
sociation, the  American  Hospital 
Association,  and  the  American  As- 
sociation of  Community  and  Junior 
Colleges  support  the  current  educa- 
tional system." 

The  recent  AHA  Assembly  of 
Hospital  Schools  of  Nursing  state- 
ment identifies  the  unique  charac- 
teristics of  diploma  nursing  educa- 
tion: 

Tat  AMtmbly  of  Hotpkal  Scfcoofc  of  N«rv 
bM,«Ut  ircof*inn|  tk*  vafot  o<  al  Mtrunf 
•£c«i«m  profnum,  tappom  the  apodal 
rafon  and  concnbwtwA*  of  lac  dtpfoma 
mm  im  awctiof  the  aotdi  of  tW  ptbhe  in 
aarfof  for  ptOcwt*  ia  an  antw  aaakfc  can- 
tata* TteA»e*t^gfHet{*^*c*wQHor 
Nvniaj  iMiautni  that  rwnuaj  h  aa  applied 
fcarac*  wfcert  cbaicai  rtptru*«  awni  be 
attalnad  through  r-xucal  contact  aod 
•here  acodtaw  oaNicattMi  afoot  h  ioavfA- 
rfoat  ptoparatio* 

Farther,  aotaow  the  aradwtt  of  0*  aVptome 
pray  am  hat  erttiKfvt  tapcritotc  wfchta  an 
antM  aoalia  ran  iomwtioa,  SwAhr  faactfom 
at  •  kafmetai  ptactitfootT  woa^iag  am 
arkcutioa  wfcik  mrttUf  liwttdutt  aaao- 
pa*«r  at«0i  «/  the  aotpiul  Tat  Atattnot) 
at  Hoifrtal  Scho*l>  of  Kwnfof  wprt  tutt 
fojitfotwn.  tad  pwou  Ppmioa  Wrier,  to 
carefoOycxaariattht  aattfof  aetth  ho?n  ,he 
pmponhc  of  the  r  roawMy  aad  \u  Scaka 
tatt  (OMMr  71*  AMitibty  hta«vrt  that 
St  oraVi  to  met  den  <»•  oi  Mm»/t  man- 
aowrr.  in  provide  com  rfr«ctm.hfth-q«>^ 
kj  patHM  cm  fof  the  fotwt.  »o»pa.l 
Ktwoh  of  Mftfoe  *f  •  »wtw8rjr  omftmn* 
wtUUia  Um  hcaWi  cut  lyMtin  * 

Nurses  have  s-otecd  their  need  tot 
greater  career  mobilii)  1  am  refer- 
ring not  to  Revolution  5S,  which 
would  create  two  categories  of  nurv 


lag  practice,  but  to  greater  mobibu 
in  the  prevent  system  Persons  intr: 
ested  in  a  nursing  degree  should  he 
able  io  select  the  nursing  program 
that  best  suits  their  needs  arid  sub*; 
qucntry  be  able  to  obtain  adchtioru! 
education  without  unnecessary  du- 
plication and  wasted  tune.  The 
nursing  profession  needs  to  spen-J 
more  time  and  energy  melting  cdu 
cation  relevant  and  accrstihle  ano 
<teu  time  "labeling"  nurses.  Mor< 
emphasis  should  a  Ho  be  placed  on 
making  continuing  education  Ttatl 
able  to  nunes  in  all  types  of  pre 
grams 

In  conclusion,  Dolan's  fotlowin; 
statement  emphasizes  the  issue  dt 
ploaia  schools  face  today  TK 
1935  proposal  will  make  it  a  crinu 
for  new  graduates  of  associate  and 
diploma  programs  to  perforin  RN 
funcJions.***  wc  mu?i  make  ccnam 
that  the  proposal  does  not  become  t 
reaht)  a 
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Senator  Hawkins.  The  next  witnesses  are  a  panel  consisting  of  Dr. 
Verla  Collins,  director  of  the  nursing  services  administration,  In- 
termountain  Health  Care,  Salt  Lake  City,  Utah;  Sister  JoAnne 
Upjohn,  president,  Holy  Cross  Hospital,  Salt  Lake  City,  Utah;  Dr. 
BUlye  Brown,  dean,  school  of  nursing,  University  of  Texas  at 
Austin. 

STATEMENTS  OF  SISTER  JoANNE  UPJOHN,  PRESIDENT,  HOLY 
CROSS  HOSPITAL,  SALT  LAKE  CITY,  UTAH;  DR.  VERLA  COL- 
LINS, DIRECTOR,  NURSING  SERVICES  ADMINISTRATION,  IN- 
TERMOUNTAIN  HEALTH  CARE,  SALT  LAKE  CITY,  UTAH;  AND 
DR.  BILLYE  BROWN,  DEAN,  SCHOOL  OF  NURSING,  UNIVERSI- 
TY OF  TEXAS  AT  AUSTIN,  A  PANEL 

Sister  JoAnne.  Firnt  I  want  to  say  it  is  a  privilege  to  be  here.  I 
know  that  time  seems  to  be  of  the  essence.  Before  everybody 
leaves,  I  want  to  get  started. 

As  a  hospital  administrator  and  an  employer  of  nurses  at  all,, 
levels  of  education  and  experience,  it  is  my  intent  to  be  pragmatic 
in  my  testimony  today.  I  will  speak  about  what  works  in  the  day- 
to-day  operation  of  the  good  general  hospital — the  one  I  want  to  go 
to  when  I  get  sick.  We  are  in  trenches  living  with  how  it  really  is. 

Our  mission  is  to  provide  compassionate,  high-quality  care  on  a 
day-to-day  basis,  around  the  clock,  in  a  very  complex  medical 
arena. 

We  are  experiencing  a  serious  to  acute  shortage  of  nurses  in 
Utah,  as  well  as  across  the  Nation.  To  dispute  this  fact  is  to  deny 
reality.  The  hospital  is  the  major  employer  of  nurses.  We  are 
closing  needed  programs,  denying  care  to  inpatients  and  outpa- 
tients, and  failing  to  serve  the  sick  among  us  due  to  a  manpower 
shortage  in  many  places.  We  have  closed  nursing  units  because  we 
are  unable  to  recruit  nurses  to  staff  these  units. 

I  agree  with  what  was  said  previously,  one  of  the  major  problems 
is  retention.  But  that  is  just  one  of  the  major  problems.  That  i£  not 
the  whole  story. 

I  am  dividing  my  testimony  into  four  categories: 

One:  What  kind  of  nurses  do  hospitals  need? 

Two:  How  can  we  provide  for  stability  in  our  nursing  staff? 

Three:  Are  aualified  candidates  available?  Are  young  and  middle 
aged  motivated  to  become  career  nurses? 

Four:  Has  the  hospital  directly  contributed  to  the  nurse  short- 
age? Can  this  be  reversed? 

Issue  1:  What  kind  of  nurses  do  hospitals  need? 

Being  fully  aware  of  this  as  a  nurse  and  administrator  for  more 
years  than  I  would  like  to  say  publicly,  the  role  of  nurses,  the 
acuity  of  patient  illness  today,  the  complexity  of  highly  specialized 
services,  for  example,  intensive  care,  the  manpower  needs  of  the 
long-term  care  facilities,  the  maldistribution  of  nurses  and  doctors, 
the  liability  and  malpractice  risk  are  things  we  must  be  aware  of. 

I  firmly  believe  that  in  order  to  barely  meet  the  demands  made 
on  hospitals,  we  must  make  haste  to  prepare  nurses  at  all  five 
levels  of  basic  nursing  education,  the  LPN  [technical],  the  associate 
degree  nurse  [technical],  the  RN  [diploma  graduate],  the  baccalau- 
reate degree  nurse,  the  masters  degree  nurse,  and  the  midwife. 
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This  position  has  had  the  support  of  the  National  League  of 
Nurses,  the  American  Medical  Association,  the  American  Hospital 
Association,  the  Catholic  Health  Association,  of  which  I  am  the 
chairman,  and  the  Association  of  Community  and  Junior  Colleges. 

The  key  responsibility  of  hospital  administration  and  manage- 
ment is  to  provide  the  right  mix — competencies  necessary  to  excel- 
lence in  patient  care — a  climate  that  responds  to  what  is  best  for 
the  patient. 

Issue  2:  How  can  we  provide  for  stability  in  our  nursing  staff? 

Hospital  nursing  is  an  end  product—a  career — it  is  not  a  step- 
ping stone.  Our  expectations  have  been  in  conflict  of  late. 

Present  and  past  experience  demonstrates  that  in  a  great  many 
hospitals,  the  professional  registered  nurse,  the  RN,  is  the  back- 
bone of  the  hospital  nursing  staff.  I  quote  other  hospital  adminis- 
trators across  the  country. 

They  are  at  the  bedside 

They  have  a  high  degree  of  flexibility  and  a  broad  scope  of  understanding  regard- 
ing the  24-hour.  7-day-a-week  operation  of  the  hospital. 

They  have  a  strong  work  ethic,  their  expectations  of  their  jobs  are  realistic,  they 
share  the  common  goals  of  the  hospital 

Nursing  is  their  career  They  demonstrate  a  high  level  of  judgment,  leadership, 
competence  in  the  nursing  process,  in  assessing,  planning,  implementing  and  evalu- 
ating patient  care 

That  is  the  end  of  the  quotes. 

Nursing  is  an  applied  science  which  includes  academic  prepara- 
tion together  with  practical  clinical  experience.  Professional  regis- 
tered nurses — diploma — who  qualify  for  licensure  by  passing  the 
same  State  board  examinations,  the  diploma  programs  I  am  talking 
about,  as  do  the  nurses  from  collegiate  programs,  are  capable  of 
functioning  as  beginning  practitioners  because  they  have  had  ex- 
tensive experience  in  the  hospitals  and  they  need  little  orientation 
to  their  role  as  a  registered  nurse.  They  are  capable  of  meeting 
immediate  staffing  needs  within  the  hospital.  By  contrast,  the 
usual  orientation  needed  to  integrate  the  baccalaureate  nurse  often 
involves  an  inservice  program  lasting  several  months.  This  be- 
comes a  cost  factor.  Nurses  who  sat  for  the  1980-81  examination 
from  our  diploma  school  in  Columbus,  Ohio,  passed  in  the  top  30 
peicent  of  all  students  from  seven  schools  in  the  State  and  above 
the  national  average  for  the  United  States. 

There  is  general  cause  for  alarm  that  some  would  program  the 
diploma  nurse  for  extinction.  At  Holy  Cross  Hospital  in  Salt  Lake 
City,  we  have  had  the  misfortune  of  not  being  able  to  hire  any  new 
diploma  graduate  for  over  3  years.  We  have  111  diploma  nurses  at 
present,  one-third  of  our  staff.  Local  hospitals  have  collaborated 
with  Weber  State  College  to  support  an  associate  degree  program 
to  increase  manpower.  Holy  Cross  reimburses  for  RN's  working  full 
time  for  their  advanced  education. 

We  provide  partial  scholarships  to  beginning  students  at  Weber 
State.  We  believe  these  measures  do  provide  stability. 

Issue  3:  Are  qualified  candidates  available?  Are  the  young  and 
middle  aged  motivated  to  become  career  nurses? 

Yes,  if  we  provide  alternatives,  ways  and  means,  offer  a  variety 
of  programs  that  make  it  possible  to  choose  nursing  as  a  career  by 
those  persons  who  can  or  cannot  handle  4  years  of  college,  those 
who  must  become  self-supporting  quickly,  those  who  desire  a 
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second  career,  or  in  numerous  other  situations  demanding  flexibil- 
ity. 

We  continue  to  build  blocks  and  expect  people  to  fit  in.  We  must 
provide  innovative  approaches.  Major  recruitment.  Nontraditional 
students,  for  example,  midlife  careers.  Provide  night  and  weekend 
programs.  Expand  faculty.  Change  the  image  and  the  integrity  of 
the  diploma  graduate.  Subsidir^e  multilevel  programs  in  ratio  relat- 
ed to  need,  to  job  opportunities. 

Twenty-nine  diploma  schools  in  Ohio  provide  Ohio  hospitals  with 
80  percent  of  the  nursing  staff  in  each  hospital.  We  have  two 
hospitals  in  Ohio.  The  for-profit  hospitals  and  nursing  homes  uti- 
lize nurses  and  physicians,  and  make  no  contribution  to  their  edu- 
cational preparation. 

Presently,  older,  more  mature  women  are  entering  these  pro- 
grams and  they  bring  special  ability  and  gifts  to  the  nursing  profes- 
sion that  we  have  not  had  before. 

There  is  a  job  market — there  is  unemployment — we  have  to  get 
our  act  together. 

Issue  4:  Has  the  hospital  directly  contributed  to  the  nurse  short- 
age? Can  this  be  reversed? 

Yes.  We  closed  diploma  schools  of  nursing.  Many  were  forced  out 
by  the  heavy  financial  burden  on  patients  which  we  could  not 
justify. 

Historically,  the  private  not-for-profit  hospitals  have  been  the 
greatest  supporters  of  both  medical  and  nursing  education.  This 
commitment  is  based  on  the  fact  that  quality  care  is  greatly  en- 
hanced through  these  programs.  We  also  believe  in  preparing  for 
the  future  health  care  of  the  people  of  our  country.  The  clinical 
ladder  for  nurses  provides  incentive  to  stay  at  the  bedside.  This 
system  defines  four  levels,  provides  advancement  for  the  RN,  while 
allowing  her  to  stay  at  the  bedside.  The  nurse  receives  a  salary 
increase  with  each  advancement,  as  well  as  more  responsibility  and 
a  status  promotion.  Heretofore  the  traditional  promotion  was  to 
supervisor  to  teacher  to  administrator,  and  each  step  was  further 
away  from  the  bedside.  I  think  we  are  living  to  regret  that.  They 
got  nearer  to  the  desk  and  the  multimeeting  syndrome. 

These  four  levels  of  the  clinical  ladder  are  based  on  well  docu- 
mented programs  of  learning  and  evaluation  of  clinical  excellence, 
knowledge,  and  practice. 

The  cost  of  education  is  overwhelming. 

The  professional  status  and  integrity  of  the  diploma  nurse  and 
the  LPN  has  been  under  fire. 

We  are  on  the  threshold  of  literally  throwing  the  baby  out  with 
the  bath  water  in  the  presence  of  rather  sterile  parents. 

Can  we  turn  ourselves  around?  I  believe  we  can  and  will,  and  in 
some  instances  we  have  begun.  We  need  support  in  doing  so 

We  must  reinstate  the  hospital  diploma  program  and  be  open  to 
look  at  other  alternatives  of  delivering  quality  care. 

We  must  make  nursing  education  more  relevant,  more  accessi- 
ble, oriented  to  patient  needs,  to  the  needs  of  the  career  nurse. 

As  the  major  employers  of  nurses,  hospitals  should  become  more 
accountable  for  influencing  relevant  curriculum  development  for 
the  nursing  profession  at  all  levels. 
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We  must  deal  radically  with  the  dissatisfiers  for  nurses  within 
our  hospitals  by  providing  opportunities  such  as: 

Clinical  ladder  for  their  advancement  in  education  and  skills — 
offer  options.  We  found  some  new  ways  of  doing  that.  I  will  not 
take  your  time  to  go  into  them  today. 

Primary  care  nursing — Wholistic  care  for  patients. 

Improve  the  nurse/physician  relationship — resolve  conflict. 

Assure  equitable  wage  and  benefit  programs  that  are  cost  effec- 
tive in  reducing  turnover. 

To  recap  the  challenge  to  hospitals,  in  rather  simplistic,  brief 
terms: 

Support  all  levels  of  nursing  education  as  it  relates  to  the  hospi- 
tals  mission  of  providing  compassionate,  quality  care  to  the  sick. 

Hospitals  must  seek  a  controlling  influence  in  the  planning  for 
nursing  manpower  on  a  short-  and  long-range  basis,  especially 
since  80  percent  of  nursing  manpower  is  in  hospitals. 

Open  up  to  nontraditional,  innovative  ways  of  providing  quality 
care. 

Be  vocal  and  unified  in  dealing  with  our  present  plight.  The 
health  of  our  fellow  man  comes  first. 

I  would  like  to  say  a  couple  more  paragraphs  about  turnover, 
about  my  experience  of  turnover,  and  my  whole  thrust  is  geared  to 
what  my  experience  and  the  experience  of  others  is  in  hospital 
administration. 

The  national  norm  for  turnover  ranges  from  35  to  64  percent  for 
nurses.  Holy  Cross  Hospital  has  been  33  percent  for  2  years  and 
dropping.  Radical  change  in  the  past  month  has  occurred,  and  I 
attribute  much  of  the  change  to  primary  care,  which  is  a  satisfier 
for  nurses.  There  is  a  great  reduction  in  medication  errors  and 
treatment  errors.  Since  the  units  that  we  began  as  a  pilot  study 
have  converted  to  primary  care,  there  is  no  turnover  on  these 
units.  The  shift  differential  for  holidays  and  weekends  Las  been 
increased.  These  are  some  factors  that  change  the  lifestyle  of 
nurses,  and  they  go  into  other  professions  for  these  reasons. 

For  instance,  on  holidays,  our  nurses  are  paid  lxh  times  the 
usual  wage.  But  they  get  no  holiday  in  lieu  of  that  holiday.  This  is 
cost  containment  considering  the  cost  of  turnover  and  closing  beds 
We  have  got  to  put  more  dollars  and  planning  into  the  wage  and 
salary  programs  for  this  reason. 

On  weekends,  we  have  12-hour  shifts  2  days,  and  we  pay  for  40 
hours.  Since  we  have  done  that  we  have  had  no  problem  covering 
weekends. 

Our  current  turnover,  in  the  last  6  months,  has  dropped  to  10 
percent.  That  10  percent  we  can  attribute  to  nurses  who  are  mar- 
ried to  physicians  who  leave  town,  et  cetera. 

Our  present  position  is  that  we  only  have  openings  for  two  full- 
time  equivalents.  That  is  it.  However,  we  will  need  even  more  RN's 
during  1981-82,  as  we  convert  the  rest  of  the  units  in  primary  care. 

I  am  going  to  end  there.  I  think  you  have  the  gist  of  what  I  have 
to  say.  I  believe  very  strongly  in  these  issues,  and  I  will  discuss 
them  with  anyone  who  cares  to  discuss  them. 

Senator  Hawkins.  Since  you  have  a  tight  timeframe,  we  will  ask 
questions  of  you,  and  then  go  to  the  other  witnesses.  Please  be 
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thinking  of  summarizing  your  statements  while  we  ask  questions  of 
Sister  JoAnne. 

Nurses  play  a  very  important  role  in  reducing  health  care  costs. 
In  Florida,  67  percent  of  our  registered  nurses  work  in  hospitals. 
But  the  competition  is  so  severe  that  one  hospital  in  Hollywood, 
Fla.,  became  innovative  enough  to  offer  a  $35,000  a  year  salary, 
and  took  out  ads  to  advertise  the  nursing  positions  available. 

While  I  feel  that  nurse*  are  deserving  of  more  adequate  salaries 
than  they  have  been  receiving,  and  there  should  be  some  attention 
placed  on  their  surroundings,  I  am  concerned  about  the  effect  this 
is  going  to  have  on  the  cost  of  health  care. 

Do  you  feel  that  expending  Federal  funds  now  on  nurse  training 
programs  will  have  a  long-term  saving  in  health  care  costs? 

Sister  JoAnne.  Yee,  I  do.  I  think  that  the  fund  allocation  has  to 
be  carefully  handled.  I  think  there  has  to  be  a  real  commitment  to 
programs,  and  close  controls. 

Senator  Hawkins.  Do  you  have  any  questions? 

Do  you  have  any  questions  of  Sister  JoAnne? 

Senator  Kennedy.  Yes. 

Sister,  I  welcome  you  here  to  the  committee.  We  have  seen  over 
a  period  of  recent  years  where  at  least  the  previous  administration 
felt  that  we  had  sufficient  nurses  in  the  country;  that  was  a  great 
dispute  between  HEW  and  OMB  and  this  committee. 

The  time  that  Secretary  Califano  appeared,  I  put  on  the  table 
about  a  foot-high's  worth  of  newspaper  advertisements  for  nurses 
all  across  this  country.  There  appears  to  continue  to  be  a  shortage 
of  nurses,  and  I  think  that  is  seen  in  every  major  community 
across  this  country,  in  the  rural  areas  as  well  as  in  urban  areas. 

So,  I  think  it  is  important  that  in  fashioning  and  shaping  a 
health  care  system,  we  are  going  to  be  able  to  be  assured  of  an 
adequate  supply  of  nurses  I  think  that  is  in  our  Nation's  interest. 

I  am  going  to  ask  some  questions  of  the  panel  and  I  would  be 
interested  in  knowing  what  you  believe  will  be  the  impact  of  the 
administration  s  budget  cuts  in  terms  of  the  future  of  nurse  train- 
ing. What  will  it  mean?  Will  young,  committed  women  and  men 
look  to  it  as  a  career  opportunity?  What  do  you  think  will  be  the 
result  of  these  budget  cuts? 

Sister  JoAnne.  I  think  the  budget  cuts  will  be  a  real  deterrent. 

Senator  Kennedy.  Why  will  they  be  a  deterrent? 

Sister  JoAnne.  Well,  it  is  not  that  they  do  not  want  to  go  into 
nursing,  they  cannot  finance  it.  We  give  minimal  scholarships  to 
students  from  Weber  State.  I  am  talking  about  $200  or  $300,  and  it 
helps  them  to  make  the  decision  that,  yes,  they  do  want  to  go  into 
nursing  With  the  other  changes  that  we  are  making  in  terms  of 
the  career  ladder,  the  chance  for  advancement,  and  some  choices 
within  the  profession  women  are  attracted  to  the  profession. 

We  already  have  people  who  want  to  come  into  nursing  but  who 
are  unabb  to  because  they  cannot  finance  it,  and  I  think  we  are 
going  to  compound  that  problem. 

Senator  Kennedy.  Will  that  not  mean  that  the  sons  and  daugh- 
ters of  wealthier  people  will  go  in  their  place,  or  do  you  think  there 
will  just  be  vacancies?  What  would  be  the  result  if  just  the  wealthy 
could  go  into  nursing? 
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Sister  JoAnne.  Disastrous.  There  will  be  vacancies.  The  other 
problem  is  that  there  are  so  many  other  careers  that  are  available 
to  women,  and  women  are  the  primary  people  who  go  into  nursing. 
The  other  careers  are  more  attractive.  You  know,  if  there  is  in- 
stant independence  and  instant  "having  my  own  money,"  why 
should  I  spend  3  or  4  years  waiting  for  something  that  might  not 
be  all  that  great?  I  think  those  are  deterring  factors. 

Senator  Kennedy.  Let  me  just  ask,  finally,  what  do  you  think  is 
the  responsibility  of  the  Federal  Government  in  terms  of  increas- 
ing the  numbers  of  nurses  which  are  needed  in  the  country? 

Sister  JoAnne.  I  think  it  has  to  be  a  joint  working  together,  a 
joint  venture.  I  think  we  both  need  to  be  responsible  for  it.  I  did 
mention  that  we  have  another  serious  problem,  and  I  know  this  is 
an  unpopular  topic,  but  it  is  with  the  investor-owned  hospital, 
which  assume  no  responsibility  for  education  and  use  the  nurses. 
So,  they  do  not  have  a  commitment  to  education,  plus  they  are 
creaming  us  at  the  top  by  taking  patients.  It  is  expedient  for  the 
for-profit  hospital  to  take  care  of  certain  categories  of  patients 
because  the  reimbursement  is  excellent. 

So,  we  have  two  problems  here.  We  are  going  to  have  less  money 
in  nonprofit  hospitals  at  the  local  level  even  before  we  get  the  cuts 
from  the  Federal  Government. 

Senator  Kennedy.  Madam  Chairman,  could  I  just  get  reactions 
to  those  two  questions. 

Senator  Hawkins.  Surely. 

Senator  Kennedy.  Those  would  be  the  only  two  questions  that  I 
would  ask  of  the  other  two  panelists. 

Dr.  Coluns.  I  will  address,  Senator  Kennedy,  your  first  question, 
"What  do  you  think  the  impact  will  be  of  the  cutbacks?"  I  think 
the  impact  will  be  drastic.  We  have  depended  for  some  time  on 
support  money  for  education  for  nursing,  especially  as  we  move 
into  higher  education  and  academic  settings,  there  is  a  need  for 
support. 

Students  at  this  moment  are  anticipating  dropping  out  of  nurs- 
ing programs,  expecting  cutbacks,  which  will  further  deplete  the 
numbers  that  are  pursuing  nursing  education.  This  indicates  a 
waste  of  money  already  expended.  The  student  will  not  be  able  to 
continue,  or  will  continue  on  a  part-time  basis,  which  will  again 
further  deplete  the  numbers  available  for  early  employment. 

Senator  Kennedy.  You  all  agree  with  me  that  there  is  a  shortage 
of  nurses  nationwide,  certainly.  Do  you  all  agree? 

Dr.  Coluns.  Yes. 

Dr.  Brown.  Yes. 

Sister  JoAnne.  Yes. 

Senator  Kennedy.  I  gather  from  your  testimony  that  these  kinds 
of  budget  cuts  will  probably  make  that  shortage  more  acute? 
Sister  JoAnne.  Yes. 
Dr.  Coluns.  We  believe  so. 

Senator  Kennedy.  And  then  I  would  be  interested  if  you  would 
briefly  describe  what  you  think  the  Federal  responsibility  is.  I 
think  the  sister  indicated  that  it  is  a  form  of  pai  tnership. 

Would  you  respond  to  that  question? 

Dr.  Brown.  1  would  be  glad  to,  Senator.  I  think  that  it  is  a 
partial  responsibility  of  the  Federal  Government  because  the 
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health  of  the  Nation  is  very  important  to  the  quality  of  life  in  the 
Nation.  It  is  impossible,  as  the  sister  and  Dr.  Collins  both  have 
said,  for  a  student  to  pay  the  entire  cost  of  education. 

Many  of  our  students  will  be  working  more  than  they  are  work- 
ing presently  to  supplement  what  private  funds  they  have,  which 
means  that  this  will  extend  the  length  of  time  they  are  in  nursing 
schools,  which  will  further  complicate  the  already  existing  shortage 
of  nurses. 

Senator  Kennedy.  You  would  agree  with  that? 

Dr  Collins.  Absolutely.  I  think,  also,  the  stress  on  the  employed 
students  and  with  the  heavy  expectation  of  academic  studies,  the 
dropout  rate  would  increase.  We  find  in  education  that  the  more 
they  have  to  work  to  supplement  income,  the  less  time  they  can 
attribute  to  the  educational  process.  As  a  result,  they  become  more 
tired,  more  depressed,  more  discouraged. 

Senator  Kennedy.  Well,  I  appreciate  the  comments.  We  have 
seen  in  the  medical  schools,  with  the  withdrawal  of  institutional 
support  and  individual  support,  an  increasing  burden  on  the  stu- 
dent as  well  as  on  the  institution.  There  are  generally  three  well 
qualified  students  for  medical  education  for  every  one  that  is  ac- 
cepted. ,  . 

I  do  not  know  quite  what  it  is  with  regard  to  the  nursing  schools, 
but  what  we  are  going  to  see  is  that  medical  education  in  this 
country  is  going  to  be  reserved  for  only  the  sons  and  daughters  of 
tiie  wealthiest  individuals  in  this  country,  rather  than  being  clear- 
ly broad  based,  as  I  think  the  health  care  system  should  be  in 
terms  of  being  truly  representative  of  our  society. 

1  am  wondering  if  this  is  going  to  be  a  problem  among  the  nurses 
too  that  it  is  only  going  to  be  the  sons  and  daughters  of  more 
affluent  people  that  are  going  to  be  able  to  choose  that  career  and, 
by  putting  on  this  financial  limitation,  excluding  talented,  commit- 
ted, compassionate  young  people  whose  parents  do  not  have  those 

resources.  ,      ,     .  .  „    e  0 

Dr.  Collins.  Could  I  just  respond  to  that  briefly,  Senator? 

I  recently  heard  an  address  by  Eli  Ginsberg,  who  reported,  that 
with  the  declining  birth  rate  in  this  country  and  the  potential  need 
for  more  students  to  enter  the  health  professions,  we  are  going  to 
see  fewer  numbers  available  to  pursue  nursing  education.  We  will 
see  the  stable  population  coming  out  of  the  minority  groups,  the 
poor,  and  the  underprivileged.  When  we  look  at  that  grouping  of 
people  available  to  pursue  health  careers,  there  is  gong  to  have  to 
be  some  financial  support  for  the  very  reason  that  you  have  sug- 
gested Only  those  with  money  will  have  access  to  nursing  pro- 
grams. There  will  be  other  options  that  have  a  faster  turnaround 
than  the  nursing  career  would  provide.  I  think  this  is  a  major 
concern  and,  again,  a  reason  to  support  Government  funding  tor 
education.  ,         .  .      , , 

Dr  Brown  I  agree  with  that.  I  do  not  have  anything  to  add. 

Senator  Kennedy.  I  hope  you  will  extend  my  best  wishes  to 
Connie  Halleran. 

Dr.  Collins.  We  will;  thank  you. 

Senator  Kennedy.  She  has  appeared  here  before;  she  was  a 
spokesperson  for  the  Nurses'  Association.  She  was  here  before  the 
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committee  on  a  number  of  different  occasions  and  worked  very 
closely  with  us  on  a  wide  range  of  different  health  policy  Issues 

Dr.  Brown.  We  appreciate  that. 

Senator  Kennedy.  I  know  she  is  in  Geneva. 

Senator  Hawkins.  Sister  JoAnne,  you  may  be  excused  since  you 
have  the  travel  problem. 

Sister  JoAnne.  Thank  you  very  much. 

Senator  Hawkins.  Dr.  Collins,  could  you  summarize  your  state- 
ment? 

Dr.  Collins.  Yes,  I  will  try  to  summarize  my  statement. 
Senator  Hawkins.  We  will  enter  the  full  statement  in  the  record. 
Dr.  Collins.  Pardon? 

Senator  Hawkins.  We  are  going  to  enter  your  full  statement  in 
the  record. 

Dr.  Collins.  Thank  you;  I  understand  that  to  be  true. 
I  would  just  like  to  preface  my  remarks  with  the  fact  that  I  am 
here  representing  the  National  League  for  Nursing  and  the  Ameri- 
can Nurses'  Association  in  a  consolidated  front,  as  they,  in  concert 
with  the  nursing  population  and  the  nursing  community,  have 
established  this  testimony  in  support  of  the  request  for  funding  for 
nursing  education. 

I  would  like  to  address  several  issues.  One  of  them  is  the  need  for 
graduate  and  advanced  training  for  nursing  personnel.  It  is  very 
crucial  in  this  time  of  advanced  technology,  and  requirement  for 
quality  care  that  nurses  be  prepared  to  meet  the  needs  of— an 
aging  population,  the  deprived  and  rural  areas— that  we  have 
available,  competent  practitioners  of  nursing  who  can  serve  cost 
effectively  in  these  specialty  fields. 

We  see  today  the  health  needs  of  an  increasing  aging  population 
and  the  resulting  concerns,  that  nurses  are  leaving  the  nursing 
profession  at  a  time  of  crisis.  I  would  like  to  address  this  issue 
because  I  think  it  is  crucial  to  ar  understanding  of  where  our 
nursing  practitioners  and  our  nursing  population  is  needed. 
*u rtlA\lT\  a  ^9J7"78  invento,y  ^  registered  nurses,  indicated 
that  of  the  i.4  million  RN's  currently  holding  active  license,  75 
percent  of  those  are  still  employed  in  nursing.  Of  the  25  percent 
not  working  in  nursing  and  not  working  at  all,  about  one-fourth 
are  over  54  years  of  age.  Another  43  percent  are  under  the  age  of 
40;  that  is,  the  age  range  commonly  associated  with  child-bearing 
and  child-rearing  years.  Thus,  the  activity  rate  of  nurses  is  closely 
associated  with  age,  and  we  need  to  recognize  that. 

According  to  data  obtained  by  the  National  League  for  Nursing 
J^o0ver  P*rcent  of  the  registered  nurses  newly  employed  in 
1978  were  working  in  nursing  6  to  8  months  after  graduation.  I  am 
therefore  suggesting  that  the  population  of  nursing  does  indicate 
an  interest  in  retaining  their  activity  in  the  nursing  profession,  yet 
we  need  to  increase  our  numbers. 

We  know  the  technology  required  in  intensive  care  areas,  the 
serious  nature  of  respiratory  care,  acute  shock  trauma  units,  and 
the  whole  category  of  intensive  care  units,  which  today  require 
three  times  as  many  nurses  to  staff  as  they  have  in  the  past.  We 
know  that  without  advanced  preparation,  nurses  are  not  prepared 
to  deal  with  the  highly  technical  needs  of  patients  in  these  particu- 
lar specialties. 
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Estimates  of  shortage  of  over  100,000  nurses  in  hospitals  alone 
have  been  indicated,  and  we  recognize  that  this  number  is  expand- 
ed with  nursing  homes  and  community  service  needs.  We  believe 
that  cuts  of  the  size  proposed  in  Federal  support  for  nursing  educa- 
tion would  cripple  many  programs,  especially  at  the  graduate  level. 

I  would  like  to  add  to  my  testimony  a  statement  that  summarizes 
why  I  believe,  that  graduate  and  advanced  education  is  necessary. 
In  a  1977  survey— and  this  is  a  quote  from  the  Journal  of  Public 
Health  Policy,  December  1980,  submitted  by  Claire  Fagan,  suggest- 
ing changes  occurring  in  nursing  roles  and  functions  to  be  as 
follows: 

Several  tasks  were  performed  more  often  by  nurses  with  higher  levels  of  formal 
education  than  by  nurses  with  lees  education  A  significantly  higher  percentage  of 
registered  nurses  with  baccalaureates  than  with  diplomas  or  associate  degrees  ob- 
tained health  histories,  performed  portions  of  physicals  exams,  selected  a  plan  ot 
treatment,  developed  therapeutic  plans  for  patients,  instructed  patients  in  manage- 
ment of  a  defined  illness,  instructed  and  counseled  patients  and  families  in  health 
promotion  and  maintenance,  and  had  primary  responsibility  for  following  through 
on  patient  care  routines. 

The  reason  I  am  making  this  an  emphasis  is  that  one  of  the  most 
expensive  commodities  in  hospital  nursing  today  is  the  nurse  aide. 
When  we  look  at  the  better  prepared  nurse,  we  are  discovering 
that  the  nurse  with  advanced  preparation  can  do  all  tasks  and  does 
not  experience  downtime  while  others  are  performing  tasks  that 
she  is  not  licensed  or  prepared  to  do. 

So,  cost  containment  effort— the  whole  thrust  of  realizing  more 
effective  utilization  of  the  resources  of  nursing— can  be  established 
by  the  better  prepared  nurse  leader 

Nursing  administrators  with  advanced  preparation  can  deter- 
mine where  the  most  effective  assignment  of  the  nurse  resources 
can  be  made  in  these  agencies.  This  is  important  to  support  the 
claim  that  higher  degrees  in  education  for  nursing  is  essential  to 
the  quality  of  patient  care  and  the  maximum  use  of  personnel. 

Since  the  inception  of  the  Nurse  Training  Act  in  1964,  the 
demand  for  nurses  with  advanced  degrees  has  continued  to  be 
greater  than  the  ability  of  schools  to  prepare  nurses  at  advanced 
levels.  Any  action  that  would  decrease  this  ability  in  these  times  of 
financial  constraint  would  prove  disastrous  to  nursing  efforts  to 
prepare  qualified  professionals. 

We  understand  that  special  projects  and  other  moneys  for  nurse 
training  have  been  included  and  retained  in  the  bill  that  has  been 
proposed.  We  salute  this  supportive  move  and  certainly  are  in 
complete  agreement  with  it. 

However,  there  is  one  area  that  is  under  consideration  ^  to  be 
repealed,  and  that  is  the  repeal  of  section  215  "Delegation.  It  is 
premature  at  this  time.  The  nursing  shortage  is  a  nationwide 
shortage  and  not  mereiy  geographic  in  nature.  Thus,  it  is  JPP?**- 
tant  that  nursing  nationally  be  involved  in  the  decision  to  distrib- 
ute funds  and  be  available  to  advise  relative  to  how  these  funds 
could  best  be  utilized. 

It  is  unlikely  that  this  shortage  will  be  relieved  to  any  great 
extent  during  the  next  3  years.  A  major  concern  about  the  repeal 
of  section  215  relates  to  the  potential  dilution  of  a  national  nursing 
perspective  which  includes  the  assessment  and  review  of  total  na- 
tional needs  and  the  planning  for  adequate  national  resources. 
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Since  nursing  is  a  national  resource,  decentralization  in  the  face  of 
a  continuing  nationwide  shortage  would  only  aggravate  the  current 
critical  situation. 

We  appreciate  the  need  to  hold  the  line  on  Federal  spending  in 
these  inflationary  times.  However,  given  the  scope  and  goal  of  this 
legislation,  we  do  not  believe  that  the  authorization  levels  are 
adequate  and  we  would  request  your  thoughtful  attention  to  this 
matter. 

I  think  this  summarizes  the  major  aspects  of  my  testimony  in 
regard  to  moneys  for  advanced  training  for  nursing  in  an  academic 
setting. 

[The  prepared  statement  and  responses  to  questions  submitted  to 
Dr.  Collins  follow:] 
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M£.  Chainaan,  I  an  Or.  Verla  Collins,  director  of  the  Inter- 
mountain  Health  Care  Association  in  Salt  Lake  City,  Utah. 

I  an  pleased  to  be  here  today  on  behalf  of  the  American  Nurses' 
Association  and  National  League  for  Nursing  to  present  testimony  on 
S.  799  presently  before  this  committee. 

Nurses  indeed  support  the  government's  effort  to  combat  inflation 
through  budgetary  restraint,  and  we  understand  the  strong  popular 
mandate  to  obtain  a  better  balance  between  productivity  and  the  supply 
of  public  services.     Yet.  a  failure  to  provide  adequate  health  care  to 
the  people  of  this  nation  represents  a  serious  threat  to  the  quality 
of  society  a,  a  whole.    The  health  care  of  our  country  servos  as  a 
barometer  for  how  we  American,  deal  with  the  human  phenomena  that 
touch  u.  -  pain,  suffering,  disability,  and  dying.     if  the  -  irrent 
critical  shortage  of  nurses  is  allowed  to  continue,  it  will  bring 
unacceptable  consequences  for  many  individuals.     Fspecially  *c  a  time 
when  commitment  to  a  position  of  strong  national  defense  is  high,  the 
government  nu.t  have  a  vital  interest  in  maintaining  an  adequate 
supply  of  nurses. 
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Predictions  vs.  Reality 

The  nature  and  scope  of  demands  for  nursing  services  have  changed 
dramatically  in  recent  years.     Although  between  1958  and  1980  the 
number  of  active  nurses  more  than  tripled,  and  the  ratio  of  active 
nurses  to  100,000  population  nearly  doubled,  today  we  are  faced  with 
what  is  being  termed  an  acute  nursing  shortage. 

There  is  a  widely  held  perception  by  present  and  past  Admin- 
istrations that  the  nursing  shortage  would  be  solved  if  inactive 
nurses  returned  to  work.     We  do  not  agree  with  this  assumption,  ^he 
ANA  1977  Inventory  of  Registered  Nurses,   indicated  that  of  the  1.4 
million  RNs  currently  holding  active  licenses,  75  percent  are  employed 
in  nursing.     Of  the  25  percent  not  working  at  all,  about  one-fourth  are 
over  54  year3  of  age.     Another  43  percent  of  this  group  are  under  the 

age  of  forty,  those  years  most  commonly  associated  with  childbearing 
2 

and  child  rearing.       Thus,  the  activity  rate  of  nurses  is  very  strongly 

associated  with  age.     According  to  data  obtained  by  the  National 

League  for  Nursing,,  just  over  95  percent  of  registered  nurses  newly 

employed  in  1978  were  working  in  nursing  six  to  eight  months  after 
3 

graduation. 

Declines  in  Graduations 

We  cannot  emphasize  too  strongly  that  a  drastic  decrease  in 
federal  fund3  for  nursing  education  would  pose  a  grave  and  unnecessary 
risk  to  people  of  this  nation.     There  is  every  reason  to  believe  that 
the  situation  will  grow  increasingly  worse.     The  latest  VLN  data 
demonstrates     hat  the  downtrend  in  admissions,  graduation,  and  enroll- 
ments to  schools  of  nursing  that  began  in  1976  is  worsening.  There 
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will  be  a  3  percent  drop  in  graduations  from  RN  programs  in  1981; 
admissions  and  enrollments  will  be  down  2  percent. 

This  future  decrease  in  supply  must  be  considered  in  light  of  the 
Bureau  of  Labor  statistics  projections  that  the  explosive  growth  in 
the  health  care  system  has  created  a  need  for  85,000  new  registered 
nurses  annually  through  1990.     Further,  the  demand  for  skilled  nursing 
care  will  undoubtedly  continue  to  rise,,  fueled  by  advances  in  medical 
technology,  the  proliferation  of  labor-intensive  critical-care  units,, 
and  the  aging  population. 


Demand  for  Nur3ing  Services 

In  settings  which  required  ten  RNs  to  staff  an  intensive  care 
unit  in  1970,  there  are  now  three  intensive  care  units  --one  for 
cardiac  problems,  one  for  kidney  disorders,,  and  one  for  brain  scan- 
ning —  and  three  times  as  many  nurses  are  required,     a  40  percent 
increase  in  various  kinds  of  intensive  care  units  in  the  nation, 
coupled  with  a  steep  rise  in  medical  technology,  has  dramatically 
increased  —  not  only  the  need  for  nurses  -but  for  more  nurses  with 
special  training.     Moreover,  as  pressures  to  lower  hospital  costs  have 
tended  to  limit  care  to  the  very  sick,  more  nurses  are  needed  to  care 
for  a  rapid  turnover  of  intensely  ill  patients. 

The  number  of  long-term  care  facilities  has  multiplied  as  the 
demand  for  health  care  services  by  the  elderly  population  has  increased. 
The  demand  is  expected  to  continue  in  the  future  as  life  expectancy 
increases.     The  number  of  nursing  home  residents  during  19  73-74  was 
1,075,800.     By  1977,  this  figure  had  risen  by  21  percent  to  1,303,100. 
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Thi«  increase  can  be  attributed,  in  part,  to  the  growing  proportion  of 

4 

persons  85  years  of  age  and  over.  In  addition,  long-term  care  has 
expanded  to  include  both  institutional  and  non-institutional  health 
care  services. 

Institutional  Demand 

The  most  significant  increase  in  demand  for  nurses  has  occurrred 
within  the  hospital  setting.    With  the  emphasis  on  removal  of  financial 
barriers  to  health  care  during  the  1960's,  hospital  utilization  increased 
As  a  result  of  the  enactment  of  the  Hill-Burton  Act,  many  hospitals 
were  enlarged  and  more  medical  facilities  were  built.    The  addition  of 
more  hospital  beds  signaled  the  need  for  more  nurses. 

Estimates  of  a  shortage  of  over  100,000  nurses  in  hospitals 
alone,  and  information  in  news  media  all  over  the  country  testify  to 
the  severity  and  widespread  nature  of  the  problem. 


In  the  state  of  Utah  there  are  currently  budgets 
vacancies  of  1,400  registered  nurses.    Some  south- 
western hospitals  are  offering  bonuses  of  glamorous 
apartments  at  low  rents,  free  use  of  an  automobile, 
or  cash  awards  up  to  $4,000  to  lure  nurses  onto 
their  staffs. 


In  Massachusetts  the  latest  estimate  cites  2,500  unfiUed 
nursing  positions. 
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In  the  New  York  City  area  alone 
nurse  vacancies;  in  some  floors 
is  only  one  practical  nurse  and 
floor . 


there  are  over  1,100  staff 
in  Dellevue  Hospital  there 
an  aide  covering  an  entire 


Need  for  Nurses  with  Advanced  Degrees 

While  the  nursing  shortage  seems  to  have  reached  intolerable 
proportions  in  many  institutional  settings,  the  most  grave  situation 
by  far  is  the  shortage  of  nurses  with  advanced  educatonai  preparation* 
In  view  of  the  increasing  technological  sophistication  and  complexity 
of  health  care,  many  nursing  skills  require  special  educational  prep- 
aration.   More  nurses  with  master's  and  doctoral  degrees  are  needed, 
especially  in  nursing  service,  educational  administration,  research, 
and  as  clinical  specialists. 

Clinicians : 

Clinical  specialists  for  intensive  care  units  such  as  renai, 
coronary  care,  and  trauma  c&re  are  necessary.     Directors  of  nursing 
services  report  a  serious    scarcity  cf  highly  -killed  registered 
nurses,  especially  these  prepared  to  care  for  critically  ill  persons. 
Further,  many  nurses  are  presently  practicing  in  underserved  areas, 
providing  care  to  populations  that  would  not  otherwise  have  access  to 
health  services.     In  situations  of  this  nature,  where  a  high  degree 
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of  professional  judgement  must  be  exercised,  it  is  absolutely  essential 
that  the  nurse  have  the  necessary  educational  background. 

Educators: 

Other  professions  have  long  ago  established  the  importance  of 
advanced  education,  and  nursing  is  not  an  exception  to  this  standard. 
To  maintain  the  quality  and  quantity  of  direct  patient  care  required 
from  nurses*  nursing  students  must  be  taught  by  nurses  with  advanced 
degrees. 

According  to  data  collected  by  the  National  League  for  Nursing 
in  January,   1978,  a  total  of  20,217  full-time  and  4,457  part-time 
nurse  faculty  members  were  employed  in  1,358  R.N.  education  programs. 
There  were  800  unfilled  budgeted  positions,  24  mor*  than  reported  in 
January  1976.    Of  all  the  full-time  nurse  faculty  reported  as  employed 
in  R.N.  programs,  only  5.3  percent  held  the  doctorate,  and  62.5  percer.t 
the  rraster*s  degree.  * 

Administrators* : 

Nearly  half   (48.1  percent)  of  nursing  service  administrators  do 
not  hold  even  a  baccalaureate.    Yet  nursing  service  administrators  ~ust 
assume  responsibility  for  40-60  percent  of  a  hospital's  budget  and 
33-50  percent  of  its  personnel.     Only  advanred  education  can  prepare 
nurses  to  provide  leadership  in  responsible  fiscal  management,  in 
development  of  standards  and  quality  assurance  programs,    in  application 
of  patient  classification  systems,  in  use  of  computers  to  project 
plans  and  predict  consequences,  in  development  of  research  in  practice 
and  operations,  and  in  promotion  of  exemplary  learning  opportunities 
for  staff  and  students. 
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Researchers: 

More  nurses  with  advanced  preparation  also  are  needed  to  address 
the  complex  problems  concerning  quality  and  delivery  of  care.  In 
tines  of  c*at  containment,  innovations  are  needed.     But  innovations 
must  be  te^tad  scientifically,  which  requires  more  nurses  educated  at 
the  doctoral  level  Lo  design  instruments  and  methodologies  suited  to 
nursing  phenomena.     Equally  important,  more  nurses  must  be  prepared 
to  interpret  and  apply  these  and  other  research  findings  in 
practice  settings. 

Need  for  Doctoral  Preparation 

According  to  preliminary  findings  from  the  *979  National  Survey 
of  Nurses  with  Doctorates  conducted  by  ANA  and  funded  through  the 
Division  of  Nursing,  Health  Resources  Administration,  there  are  only 
approximately  2,500  nurses  with  doctorates  in  the  United  States.  This 
is  far  too  few  to  meet  the  needs  of  educational  and  service  settings. 

American  Nurses'  Association  and  National  League  for  Nursing  Priority 

Because  of  the  critical  need  and  increased  demand  for  nurses 
prepared  to  deliver  high  quality  care  in  the  most  cost-effective 
manner  in  today's  highly  complex  health  care  system  both  the  J^mencr.n 
Nurses'  Association  and  the  National  League  for  Nursing  have  identified 
the  continuation  of  federal  monies  for  the  preparation  of  nurses  with 
advanced  degrees  as  their  highest  priority.     In  order  to  achieve  this 
priority  however,  assistance  is  necessary  at  the  undergraduate  level 
to  increase  the  pool  of  qualified  candidates  eligible  for  advanced 
s  tudy . 
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We  are  oleased  that  S   799  would  extend  the  Nurse  Training  Act  for 
three  years.  Lack  of  consistent  noHcy  direction  during  the  oast  few 
years  has  severely  affected  orogram  olannlng  In  schools  of  nursing. 
Continuity  will,  in  addition,  enhance  and  orovlde  a  broader  base  for 
evaluation  of  orogram  effectiveness. 
Sec.    263!     Advanced  Nurse  Training 

Numerous  reports  reveal  a  severe  shortage  of  nursing  personnel 
prepared  to  fill  leadership  and  functional  roles  such  as  clinical 
nurse  specialists ,  !.urse  educators,  nurse  researchers  and  administra- 
tors for  service  agencies  and  for  education,  government  and  organ- 
izational work. 

The  definition  of  advanced  nurse  training  used  in  past  legislation 
and  current  regulations  is: 


Section  203  of  S.  799  -rould  alter  this  definition  considerably. 
This  section  proposes  that: 


It  is  ouf   understanding  that  with  the  inclusion  of  nurse  practi- 
tioner programs  ander  »..*s  section  the  above  revisions  were  necessary 
to  incorporate         variety  of  certificate  programs  currently  preparing 
nurse  practitioners.    We  re. agnize  the  unique  role  that  these  programs 
have  demonstrated  -n  the  *>ast,  but  they  are  no  longer  sufficient  to  meet 
the  current  demand  for  nurse  practitioners  prepared  to  function  inde- 
pendently in  a  variety  of  settings. 


"Advanced  training  programs  means  a  program 
of  study  in  a  collegiate  school  of  nursing 
leading  to  a  graduate  degree  in  nursing...." 


"The  secretary  may  make  grants  to  and  enter  into 
contracts  with  public  and  nonprofit  private  schools 
of  nursing  and  other  public  and  nonprofit  private 
entities  to  meet  the  costs  of  projects  to...." 
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forNursing  both  have  taken  the  position  that  nurse  practitioners  must 

6.7. 

be  prepared  in  graduate  programs  in  Nursing. 

Since  the  inception  of  the  Nurse  Training  Act  in  1964  the  demand 
for  nurses  with  advanced  degrees  has  continued  to  be  greater  than  the 
ability  of  schools  to  prepare  nurses  at  advanced  levels.     Pny  action 
that  would  decrease  this  ability  in  these  times  of  financial 
constraint  could  prove  disastrous  to  nursing's  efforts  to  prepare 
qualified  professionals. 

We  urge  that  Sec.  203  be  amended  and  would  suggest  the  following; 

"The  Secretary  may  make  grants  to  and  enter  into 
contracts  with  collegiate  schools  of  nursing  to 
meet  the  costs  of  projects  to, ..." 

We  strongly  support  the  concept  that  programs  in  geographic  areas 

lacking  such  programs  and  programs  on  a  part-time  basis  should  receive 
special  consideration. 

It  should  be  noted  that  there  is  no  documented  evidence  to  support 
the  popular  assumption  that  better  educationally  prepared  nurses  will 
increase  health  care  costs.     In  fact,  managerial  effectiveness  is 
increased  with  fewer  categories  of  better  prepared  personnel  who  can 
be  held  accountable  for  a  broader  range  of  patient  care  tasks. 

Sec.  202,  822,  8^3*    Support  for  Practicing  Nurses?  Educational 
Assistance  to  Individuals  from  Disadvantaged  Backgrounds  Strengthening 
Nursing  Education. 

Special  projects,  authorized  in  Section  820  of  present  law  have 
been  most  beneficial  in  fostering  the  development  of  new  nursing 
methods  emphasizing  primary  care,  health  education,  prevention  and 
greater  cost  effectiveness. 
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It  xs  our  understanding  that  the  intent  of  sections  202,  822,  823 
of  S.  ^99  xs  to  provide  for  a  variety  of  activities  which  would 
enhance  the  attractiveness  of  nursing,  improve  clinical  practice,, 
and  provide  for  such  programs  as  continuing  education  for  nurses  in 
areas  where  no  schools  of  nursing  exist.     Past  and  current  special 
project  grants  authorizations  have  spoken  to  this  need  in  language 
broad  enough  to  include  schools  of  nursing  and  public  and  nonprofit 
private  entities  which  also  includes  hospitals.    We  do  not  believe  it 
necessary  therefore,  to  specify  "public  and  non-profit  hospitals"  and 
urge  that  this  be  amended  to  delete  the  reference  to  hospitals.     We  do 
note  that  special  consideration  will  be  given  to  schools  of  nursing 
and  understand  that  such  consideration  will  be  expanded  upon  m  report 
language  and  regulations. 

We  do  not  believe  that  funding  authorized  for  Sections  20  2,  62  2 
and  823  is  sufficienc  to  cover  the  variety  and  complexity  of  progiair.s 
specified.     We  therefore  recommend  authorization  levels  be  doubled  and 
the  sections  be  targeted  to  programs  which  have  proven  to  be  effective 
in  enhancing  innovative  clinical  and  academic  learning  including  con- 
tinuing education,  assistance  to  individuals  with  disadvantaged  back- 
grounds, providing  flexible  opportunities  for  career  mobility  for 
practicing  nurses  and  programs  preparing  nurse  practitioners 

Sec.   206;  Traineeships 

Although  enrollments  in  master's  programs  rose  by  nearly  8  per- 
cent in  1979  over  the  previous  year,,  the  population  of  full-time 
enrol lees  dipped  below  50  percent.     It  is  predicted  that  with  the 
increase  in  part-time  enrollments,  slowdowns  in  growth  rates  of 
graduations  will  occur. 
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Further,  in  light  of  recent  inflation  and  economic  concerns  and 
increased  numbers  of  persons  entering  nursing  as  a  second  career, 
we  believe  that  traineeships  must  be  maintained.     Due  to  the  high 
demand  for  better  prepared  nurses,  we  support  consideration  of 
offering    some  assistance  to  part-time  students.     An  accelerated 
payback  system  might  be  tied  to  this  part-time  assistance. 

Section  208-210:     Loan  Agreements 

Nursing  remains  one  of  the  lowes*.  paid  professions  in  the 
country.     Many  nursing  students  come  from  homes  with  incomes  that 
are  not  high  enough  to  support  any  post-high  school  education.  A 
survey  by  the  National  Student  Nurses'  Association  showed  over  50 
percent  of  nursing  student  respondents  coming  from  hones  with  incomes 
below  $15,000  per  year.     The  request  for  loans,,  as  well  as  scholarships 
has  remained  greater  than  funds  available.     The  K*SNA  survey  reported 
that  85  percent  of  students  receiving  federal  funds  said  they  would 
be  unable  to  continue  their  education  without  that  assistance.     A  total 
of  61,33  percent  of  the  students  responding  to  the  NSNA  survey  said 
that  they  held  }obs  to  help  meet  education  and  maintenance  costs. 

We  are  pleasec"  that  loan  provisions  remain  in  proposed  legislation 
and  that  Sec.   208  repeals  the  prohibition  against  part icipatio-    in  the 
NDSL  program.     In  a  time  or  shrinking  financial  resources  and  funding 
it  is  most  helpful  for  nursing  students  to  be  able  to  participate  in 
NDSL. 

We  continue  to  support  loan  forgiveness  as  both  a  mechanism  to 

relieve  maldistribution  and  improve  access  to  care  as  well  as  a  

vehicle  to  increase  the  potential  applicant  pool  for  graduate  study. 
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Sectxon  211-212:  Scholarships 

Scholarship  assistance  has  in  the  past,  been  designed  to  and 
has  served  as  a  resource  specifically  for  those  students  who  would 
not  be  otherwise  able  to  obtain  a  nursing  education.     This  group 
particularly  includes  financially  distressed  students  as  well  as 
ethnic  minorities.    If  nursing  is  to  continue  to  fulfill  its  social 
obligations  in  the  delivery  of  quality  health  care  and  increase  *"^e 
numbers  of    minorities  and  disadvantaged  in  nursing  education  programs 
scholarship  monies  must  be  retained  at  this  time.     We  therefore 
believe  that  scholarships  should  not  be  repealed  but  rather  continued 
and  funded  at  an  adequate  level. 

Section  215:  Delegation 

The  nursing  shortage  is  a  nationwide  shortage  and  not  merely 

geographic  in  nature.     It  is  unlikely  that  this  shortage  will  be 

relieved  to  any  great  extent  during  the  next  three  years. 

A  ma^or  concern  about  the  repeal  of  Section  215  relates  to  the 
potential  dilution  of  a  national  nursing  perspective  which  includes 
the  assessment  and  review  of  total  national  needs  and  the  planning 
for  adequate  national  resources.     Since  nursing  is  a  national  resource, 
decentralization,  in  face  of  a  continuing  nationwide  shortage  would 
only  aggravate  the  current  critical  situation. 

Dec  ^ntralization  of  merit  review  of  grants  and  contracts  would 
be  problematic  in  terms  of  increased  program  costs,  diffusion  of 
program  responsibility  and  accountability  and  coordination.  Therefore, 
we  believe  that  repeal  of  Section  215  it  this  time  is  premature. 
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Authorization  Levels; 

We  appreciate  the  need  to  hold  the  line  on  federal  spending  in 
these  inflationary  times  and  have  indicated  our  willingness  to  take 
our  share  of  necessary  budget  cuts.    However,  given  the  scope  and 
goals  of  this  legislation  we  do  not  believe  the  authorization  levels 
are  adequate.    We  particularly  recommend  higher  authorizations  for 
special  projects  grants. 

Summary: 

The  nation  cannot  afford  to  utilize  nurses,  its  largest  group 
of  health  professionals,  at  anything  less  than  their  highest  capacity. 
At  the  same  time,  a  people  who  rightfully  demand  the  best  health 
care  possible  must  be  willing  to  support  the  efforts  neoded  to 
provide  such  care.    Such  support  comes  through  the  funds  provided 
for  sound  nursing  education. 
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QUESTIONS  FOR  DR.  VERLA  COLLINS 


Question  1 


ERIC 


In  your  testimony  you  state  that  admission*  to . graduat ion  froa 
and  enrollment  in,  nursing  schools  is  down,  although  enrollment 
is  still  far  higher  than  15  years  ago.    What  then  can  the 
nursing  profession  itself  do  to  increase  the  attractiveness 
of  nursing  as  a  career9 


I.  Nursing  as  a  career  can  be  more  attractive  when 

A.  Salary  and  benefits  increase. 

B.  Greater  flexibility  in  scheduling  the  nurses  time. 

C.  Nurses  no  longer  expected  to  perform  non-nursing 
tasks  that  can    be  delegated  to  ancillary  support 
services.    This  would  free  the  nurse  to  maximize 
her/his  productivity  for  direct  patient  care. 

D.  Nurses  are  recognized  and  respected  as  colleagues 

of  the  other  health  care  providers;  i.e..  physicians, 
etc.      This  will  be  better  accomplished  when  standard 
educational  requirements  are  agreed  upon  by  the 
profession. 

II.  Complex  patient  care  requires  a  minimum  of  baccalaureate 
preparation  to  meet  the  needs.    Nurses  must  dialogue  with 
other  disciplines;  i.e  .  medicine,  social  services,  dietarv. 
physical  therapy,  pha-macy,  etc  .  all  of  whom  are  pre- 
pared minimally  at  the  baccalaureate  level. 

The  Wisconsin  Study. Volume  I,19?9  (Statewide  Stucy  o: 
Nursing  and  Nursing  Education  SSNNE.  funded  bv  the 
Wisconsin  System  Health  Science  Advisory  Council  and 
funded  b>  U\  R.  Kellogg  Foundation),  calls  for  a  move 
from  the  four  present  types  of  basic  nursing  education 
programs  (practical  nursing,  associate  degree,  diploma, 
and  bachelor  of  science)     to  two  new  programs,  associate 
degree  and  bachelor  ot  science  In  nursing. 

States  must  take  action  in  this  direction  to  standardize 
educational  requirements 

The  development  of  shared  educational  activities  among 
professionals  woulc  pro\ ide  a  cocoon  knowledge  base  for 
tne  ceiive-\  of  care. 

The  develoooent  of  management  and  leadersnip  skills  in 
institutions  of  r.igher  learning  must  be  supported 

Tne  need  for  collaboration  between  nursing  service  anc 
education  for  meaningful  clir.icil  rxperience  and 
realistic  expectations  of  the  practitioner  oust  be 
art lculated . 
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Question    2.      With  the  enlargement  of  patient  facilities  ana  advancement  in 


technology  causing  _,crea*ed  demands  on  available  nursing 
personnel,  hov  can  nursing  schools  and  hospitals  eliminate  sots* 
of  the  demand  on  and  for  prof,  nsiooal  nuraes? 

I.      When  nurses  assume  the  responsibilities  of  other  depart- 
ments on  evenings,  nights,  and  weekenda.  transport  patients, 
deliver  laboratory  specimens,  picking  up  Dedications  fron 
the  pharmacy,  delivering  food*  etc..  and  uther  housekeeping 
taaks,  the  benefit  to  direct  patient  care  is  lost. 

The  assumption  of  responsibilities  of  o*her  departments 
and  Denial  tasks  further  depletes  the  nurse  manpower 
available  for  producing  continuity  and  quality  of  patient 
care. 


XI.    Nurses  need  to  feel  they  are  valued  and  organisations 
should  provide  opportunity  for  nurses  to  participate  in 
decision  making  appropriate  to  their  professional  respon- 
sibilities, thus,  avoiding  the  traditional  rigid 
hierarchy  of  close  supervision  of  professionals  leading 
to  a  lack  of  trust  and  collaboration,  stifling  professional 
judgment  and  creativity. 


Question    J.      I  stated  in  bv  opening  remarks  that  many  of  tne  problems  causing 


nurses  to  leave  the  profession  cannot  be  solved  by  the  federal 
government.  What  do  you  aee  those  problems  as  being  and  how 
will  the  professional  address  them? 

I  feci  the  answers  to  this  question  are  addressed  in  all  of  :he 
above;  perhaps,  surraarized  to  include  the  following 

The  issues  that  need  to  be  addresaed  by  the  profession  include 

change  the  disillusionment  and  dissatisfaction  experienced  in 
the  practice  of  nursing  in  health  care  agercies, 

improve  tne  relationships  with  medical  staffs    and  agencies 
administrative  staffs. 

effer  flexibility  of  worn  conditions  to  develop  an  appro- 
priate balance  between  a^enrv  needs  and  persona,  values 
and  neecs. 

develop  a  consensus  around  expectations  for  the  beginning 
practice  of  nursing  and  the  educational  preparation  required 
to  meet  the  complex  needs  of  patient  care 

develop  well  prepared  nurse  ad&inistrators  at  all  levels 
of  the  organization  to  meet  the  growing  demands  of  the 
health  care  systea*  the  profession  of  cursing  and  society 
in  general. 
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Senator  Hawkins.  Thank  you,  Dr.  Collins. 
Dr.  Brown? 

Senator  Kennedy.  Madam  Chairman,  I  am  going  to  have  to 
excuse  myself.  I  want  to  thank  the  group  that  has  come  here  this 
morning,  and  particularly  the  next  panel  which  is  on  the  National 
Health  Service  Corps.  One  of  the  witnesses  will  be  Mr.  Gregory 
Bulger,  who  is  the  director  of  the  Community  Health  Center  in 
Mattapan,  Mass.  I  want  to  thank  him  very  much  for  coming  down 
here. 

We  have  many  fine  centers  in  our  State  and  a  very  active  State 
organization.  This  is  an  excellent  program,  and  I  want  to  thank 
Mr.  Bulger  for  being  willing  to  come  down  here  and  talk  with  us 
about  these  matters.  I  had  a  good  opportunity  to  visit  a  number  of 
these  centers  and  see  what  those  National  Health  Service  doctors 
were  doing.  I  know  that  his  testimony  will  be  very  important  and 
helpful. 

I  want  to  give  assurances  to  our  other  panels  that  I  will  look 
forward  to  following  their  testimony  with  great  interest.  Their 
subject  matters  are  matters  which  I  have  long  been  interested  in 
and  concerned  about  and,  needless  to  say,  strongly  committed  to. 
We  will  have  to  do  the  best  we  can. 

I  want  to  thank  our  panel  here,  and  also  thank  Gregory  for 
joining  with  us,  and  thank  you  very  much. 

Senator  Hawkins.  Thank  you,  Senator. 

Dr.  Brown? 

Dr.  Brown.  I  am  Billye  Brown.  I  am  president-elect  of  the  Ameri- 
can Association  of  Colleges  of  Nursing,  and  I  am  dean  of  the  School 
of  Nursing  at  the  University  of  Texas  at  Austin. 

Our  association  represents  over  270  programs  in  which  there  are 
baccalaureate  and  graduate  programs.  Senator,  it  is  very  difficult 
for  me  to  abstract  in  a  few  moments  an  issue  about  which  I  have  so 
much  feeling  and  feel  that  I  have  a  great  deal  of  information  on,  I 
realize,  however,  the  constraint  of  time. 

I  would  be  prepared  to  speak  to  support  advanced  nurse  training, 
for  special  projects,  and  for  financial  assistance  to  nursing  stu- 
dents. In  the  interest  of  time,  however,  you  have  my  testimony, 
which  you  say  will  be  entered  into  the  record.  I  think  rather  than 
attempting  to  abstract,  as  I  said,  an  issue  which  I  feel  is  terribly 
important,  perhaps  issues  that  are  not  included  in  the  written 
testimony  could  be  brought  out  by  questions.  And  I  believe  I  would 
defer  to  anv  questions  that  might  be  brought  up  at  this  time. 

Senator  HCawkins.  I  have  questions  for  both  of  you. 

Dr.  Collins,  I  understand  from  studying  that  President  Carters 
rationale  for  vetoing  the  nurse  training  legislation  in  the  95th 
Congress  was  that  the  outlook  was  good  for  adequate,  sustained 
growth  in  the  supply  of  nurses.  I  took  those  words  from  his  text. 

I  hope  that  projection  proves  true,  however  we  have  not  seen  it 
in  Florida,  even  though  our  population  has  grown  so  tremendously 
in  the  last  few  years.  In  Miami  alone,  there  are  presently  1,000 
budgeted  positions  open  for  nurses  in  acute-care  hospitals. 

I  need  to  know  from  both  of  you  what  your  projections  are  for  a 
nursing  shortage,  both  of  you. 

Dr.  Collins.  Perhaps  I  could  address  that  from  roy  perspective  in 
regard  to  my  position  as  director  of  nursing  and  education  for  a 
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multihospital  system  that  serves  hospitals  in  the  three  States  of 
Utah,  Idaho,  and  Wyoming.  We  presently  have  affiliate  contracts 
also  with  57  additional  hospitals  in  the  broader  western  region. 

In  Utah  alone  at  the  present  time,  there  are  over  1,000  budgeted 
positions  vacant  and  more  predicted  to  occur— between  now  and 
1990.  Those  positions  have  been  established  as  a  result  of  a  study 
done  in  the  State  of  Utah  to  determine  needs  for  nurses  in  the 
present  and  immediate  future. 

In  the  metropolitan  area  of  Salt  Lake  City  alone,  we  have  500 
vacant  budgeted  positions  as  of  today.  I  cannot  provide  figures  for 
all  States,  but  as  I  react  and  respond  to  the  constant  need  for 
recruitment,  and  requests  for  staff,  it  is  apparent  to  me  that  we  are 
not  nearly  meeting  the  need  or  filling  the  positions. 

I  do  know  for  a  fact  that  in  some  hospitals,  acute  beds  are 
closing;  beds  needed  to  meet  the  needs  of  the  sick  in  some  areas  are 
having  to  be  deactivated  because  of  the  lack  of  personnel  in  the 
nursing  area. 

Senator  Hawkins.  Dr.  Brown,  would  you  support  that? 

Dr.  Brown  The  same  is  true  in  Texas.  I  failed  to  mention  that 
Austin  is  in  Texas,  but  I  thought  perhaps  you  knew  that. 

Senator  Hawkins.  I  thought  it  was.  We  have  been  here  a  long 
time. 

Dr.  Brown.  The  same  is  true  in  Texas;  we  do  have  a  great 
shortage  of  nurses  there,  and  many  beds  are  closed  in  the  acute 
care  hospitals,  particularly.  There  is  a  great  need  for  nurses  in 
nursing  homes— an  area  that  we  have  not  placed  a  great  deal  of 
emphasis  on,  but  where  there  is  a  tremendous  shortage  of  nursing 
care  being  given  because  of  the  lack  of  prepared  nurses  at  the 
professional  level. 

Many  of  our  schools  at  the  baccalaureate  and  higher  degree 
levels  are  church-supported  programs;  they  are  private  schools.  At 
these  schools,  the  tuition  is  very  high  Again,  the  kind  of  support 
that  would  be  provided  with  Federal  legislation— money  for  special 
projects,  advanced  nurse  training,  and  financial  assistance— would 
be  very  helpful  to  allow  these  schools  to  remain  open.  Some  of 
them  will  probably  have  to  close  if  such  funds  are  not  available. 
This  will  further  complicate  the  shortage  of  nurses. 

Dr.  Colons.  Could  I  add  an  additional  statement? 

Senator  Hawkins.  Yes. 

Dr.  Collins.  In  the  Kearny  study  conducted  in  Utah,  it  was 
determined  that  at  the  present  rate  of  enrollment,  the  shortage 
predicted  would  occur.  If  funds  are  cut  and  declining  enrollment  is 
a  factf  those  shortages  could  be  magnified  tremendously  as  a  result 
of  lack  of  funds. 

Senator  Hawkins.  You  mentioned  a  perception  held  by  many 
that  the  nursing  shortage  would  be  solved  if  inactive  nurses  re- 
turned to  work.  In  Florida,  there  are  over  55,000  resident  nurses, 
about  8,000  of  which  are  not  currently  working.  But  out  of  this 
8,000,  only  800  were  seeking  work.  A  large  percentage  of  the  unem- 
ployed registered  nurses  in  Florida  are  retired  and  they  have  no 
intention  of  returning  to  work  Is  that  similar  to  what  you  are 
finding  on  a  national  level,  or  are  our  percentages  out  of  skew? 

Dr  Collins  I  think  that  is  very  representative  of  the  national 
level.  As  we  look  at  statistics,  very  often  they  are  deceptive  because 
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th*y  say  there  are  great  numbers  that  hold  licenses.  But  the  per- 
centages of  those  that  are  interested  in  seeking  employment  or  are 
capable  of  employment  are  very  low.  So,  as  we  review  those  num- 
bers, it  is  very  true. 

I  reviewed  a  statement  out  of  the  analysis  and  planning  project 
report  from  the  Wiche  study  that  said  that  the  proportion  of  unem- 

I)loyed  nurses  is  considerably  lower  than  that  for  the  entire  U.S. 
abor  force.  So,  you  see  that  people  that  are  willing  and  available 
to  work  in  nursing  are  working.  There  is  not  an  unemployment 
problem. 

Senator  Hawkins.  What  percent  of  the  nurses  are  women?  Do 
you  have  those  statistics? 
Dr.  Collins.  About  96  percent. 
Dr.  Brown.  At  least  that. 

Dr.  Collins.  We  have  attempted  to  attract  more  males  into  the 
profession.  I  think  there  is  a  slight  increase  in  the  number  of  males 
that  are  entering  the  nursing  profession,  but  it  has  not  dramatical- 
ly increased  in  the  last  few  years. 

Dr.  Brown.  We  have  10  to  12  percent  in  our  nursing  program. 
However,  because  of  the  lack  ot  male  nurses  who  are  already 
graduates,  this  would  bring  our  overall  percentage  down  so  that  in 
the  neighborhood  of  96  percent  of  all  registered  nurses  are  female. 

[The  prepared  statement  and  responses  to  questions  submitted  to 
Dr.  Brown  follow:] 
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I  am  Dr.  Billye  Brown,  President-Elect  of  the  AACN,  and 
Dean,  University  of  Texas,  Austin.     The  AACN  is  an  organization 
that  represents  over  270  schools  with  baccalaureate  and 
graduate  programs  in  nursing     We  are  happy  to  speak  in  support 
of  federal  investment  in  nursing  education. 

I  will  focus  my  remarks  on  three  areas.    Advanced  nurse 
training,  special  projects  and  financial  assistance  to  students. 

Even  though  the  federal  government  has  provided  some 
support  for  advanced  nurse  training  through  previous  legisla- 
tion, the  need  is  still  acute.    Only  approximately  five  per- 
cent of  nurses  in  active  practice  in  the  United  States  have 
had  educational  preparation  to  prepare  for  teaching,  adminis- 
tration or  clinical  specialty  positions.     Repeated  studies  of 
nursing,  all  the  way  back  to  the  Surgeon  General's  Consultant 
group  on  nursing  in  1963,  have  pointed  out  that  lack  of  prepared 
leadership  was  nursing's  most  crucial  problem.    The  recommenda- 
tion of  that  study  was  to  triple  the  number,  a  1976  report  of 
a  panel  of  expert  consultants  composed  of  nurses  and  non-nurses 
recommended  that  by  1982,  17-18  percent  of  practicing  nurses 
should  have  achieved  leadership  preparation. 

It  should  be  pointed  out  that  funds  for  advanced  nurse 
training  in  previous  legislation  have  been  used  wisely,  recip- 
ients of  training  assistance  are  employed      But  nursing  is 
still  "running  to  catch  up"  because  changes  in  the  complexities 
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of  both  hospital  care  and  management  require  more  highly 
skilled  professionals.    The  lack  of  nurses  with  such  skills 
is  continuing  to  have  a  direct  imf-ct  on  the  nursing  shortage. 
Nurses  prepared  under  advanced  nurse  training  are  employed 
in  a  wide  range  of  settings      as  teachers  who  are  indispensable 
for  the  education  of  the  nurse  at  all  levels  of  preparation, 
as  directors  of  nursing  who  manage  the  largest  group  of  personnel, 
the  nursing  service  staff  in  hospitals,  as  clinicans  who  provide 
expert  care  and  teach  and  direct  the  nursing  practice  in  spe- 
cialty care  units  in  hospitals,  as  practitioners  who  render 
primary  care  in  rural  areas  and  in  underserved  urban  areas. 
Curtailment  of  educational  support  for  nursing's  leadership 
group  can  only  worsen  the  nursing  shortage      All  nursing  organ- 
izations join  with  us  in  urging  the  Senate  not  to  curtail 
support  for  advanced  nurse  training  and  traineeships . 
Special  Projects 

Special  project  grants,  on  a  competitive  basis,  can  be 
compared  to  small  investments  which  enable  faculty  to  develop 
materials  or  methods  which  will  result  in  improvements  in 
teaching  or  in  nursing  care.    An  example  is  planning,  pilot 
testing  and  evaluating  outreach  programs  which  bring  under- 
graduate or  graduate  courses  to  sites  distant  from  the  campus 
or  medical  center      Some  schools  have  used  project  giant  funds 
to  develop  sel f -instructional  learning  packages  which  have 
reduced  the  cost  of  education.     Other  schools  have  developed 
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a  consortium  for  continuing  education,  programs  to  recruit 

and  retain  disadvantaged  students  or  educational  career  ladders 

for  the  practicing  nurse. 

In  today's  budgets  in  colleges  and  universities  it  is 
literally  impossible  to  justify  any  released  time  for  faculty  to 
devote  to  ideas  which  improve  and  extend  the  values  of  educa- 
tion.    Continuation  of  federal  support  for  competitive  special 
project  grants  is  badly  needed.     One  provision  for  receiving 
these  grants  is  the  stipulation  that  the  university  or  school 
will  continue  the  program  when  the  grant  has  been  completed. 
I  see  special  project  dollars  and  the  support  for  advanced 
nurse  training  to  be  financial  stimuli  to  the  private  sector 
to  risk  new  ventures  in  education  and  to  improve  the  education 
of  nurses. 

My  last  remarks  are  directed  to  the  importance  and  necessity 
of  loans  and  scholarships  for  nursing  students. 

Let  me  explain  why  we  believe  nursing  students  need  specially 
designated  loans  and  scholarships. 


.  98%  of  nurses  are  women.    They  are  subjected  to  the 
values  within  families  which,,  when  money  is  limited, 
leads  the  family  to  choose  to  educate  its  sons. 

.  Nursing  students  come  from  middle  or  lower  class 
families.    Without  help  these  students  cannot  afford 
to  enter  baccalaureate  (4-year)  programs  in  nursing  - 
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and  yet  this  is  the  most  direct  and  most  economical 
approach  to  lessening  the  nursing  shortage*  Nursing 
education,  which  must  include  clinical  practice,  is 
expensive.     This  is  reflected  in  tuition. 

•Moreover,  the  clinical  schedule,  including  time  and 
cost  of  travel  to  clinical  sites,  makes  it  difficult 
for  nursing  students  to  work  as  many  hours  as  their 
coed  friends  in  arts  and  sciences. 

•The  starting  salary  for  beginning  nurses  is  low  - 
between  $9,500  and  $13,000. 

The  repayment  rate  on  loans  to  nursing  students  has 
been  good. 

We  appreciate  the  zeal  of  your  committee  in  its  efforts 
to  reduce  federal  spending.     However,  we  believe  that  the  reduc- 
tions in  the  Nurse  Training  Act  are,  to  use  an  apt  term,  radical 
surgery.    The  nursing  community  has  no  other  federal  support  for 

its  educational  programs.     The    30  million   in  the  bill 

represents  the  total  federal  contribution  to  nursing  education 
We  believe  it  is  important  for  this  Committee  to  know  that  40 
percent  of  AACN's  member  schools  are  in  the  private  sector, 
63  percent  of  the  private  schools  have  religious  sponsorship 
and  37  percent  are  private-secular.    We  are  very  concerned  that 
without  some  assistance  to  students  and  programmatic  support  more 
private  schools  of  nursing  will  be  forced  to  close  and  state 
schools  will  be  less  able  to  respond  to  the  total  need. 
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Senator  Hawkins.  We  thank  you  ladies  for  coming  and  we  hope 
you  will  forgive  the  lack  of  attendance  because  of  other  meetings 
that  go  on  simultaneously  during  the  same  time.  It  seems  to  be  a 
rule  of  the  Senate  that  all  committees  meet  at  the  same  hour  and 
same  moment  in  time. 

Senator  Hatch  has  questions  he  would  like  submitted  to  both  of 
you,  and  you  can  respond  in  writing  for  the  record,  and  other 
members  of  the  committee  who  wish  to  do  so  may  do  so. 

Dr.  Collins.  Could  I  make  one  more  statement  with  regard  to 
costs? 

Senator  Hawkins.  Yes. 

Dr.  Coluns.  It  will  be  very  brief.  In  identifying  costs  for  educa- 
tion for  nursing,  there  has  been  a  great  deal  focused  on  the  diplo- 
ma level  of  education.  The  statistics  out  of  the  HEW  study,  report- 
ing the  direct  costs  per  student  of  operating  basic  programs,  the 
diploma  program  still  ranks  the  highest  costwise.  The  associate 
degree  at  $1,600  and  the  baccalaureate  at  $2,500  gives  us  an  indica- 
tion of  how  that  relates  to  $3,300  for  diploma  nursing.  I  think  we 
need  to  address  that  fact  as  we  look  at  where  the  moneys  can  best 
be  used  for  advanced  preparation  in  nursing  education. 

Senator  Hawkins.  Thank  you  so  much. 

We  will  now  revert  to  panel  II  which  will  discuss  S.  801,  the 
National  Health  Service  Corps  amendments.  First  on  the  panel  will 
be  Dr.  Roes  Woolley,  who  is  an  associate  professor  and  chairman  of 
the  division  of  community  medicine  at  the  University  of  Utah 
College  of  Medicine.  He  has  initiated  and  contributed  to  a  great 
deal  of  research  related  to  health  care  delivery,  and  specifically 
rural  health  problems. 

Second  will  be  Dr.  Jack  Hadley,  senior  research  associate  at  the 
Urban  Institute  in  Washington,  D.C.  His  major  research  oyer  the 
last  several  years  has  dealt  with  physician  income  and  distribution 
patterns,  and  he  is  a  nationally  recognized  expert  in  this  area. 

Our  last  panel  member  is  Gregory  Bulger,  the  executive  director 
of  the  Mattapan  Community  T  ,alth  Center  in  Boston,  Mass.,  of 
which  Senator  Kennedy  spoke  so  fondly.  Mr.  Bulger  is  also  presi- 
dent of  the  Massachusetts  League  of  Community  Health  Centers. 

We  would  like  to  ask  each  of  you  in  turn,  starting  with  Dr. 
Woolley,  if  you  could  condense  your  statements  to  a  few  words.  We 
will  enter  your  full  statements  in  the  record  and  ask  any  questions 
in  writing  or  verbally  myself. 

Dr.  Woolley? 

STATEMENTS  OF  F.  ROSS  WOOLLEY,  PH.  D.,  ASSOCIATE  PRO- 
FESSOR AND  CHAIRMAN,  DIVISION  OF  COMMUNITY  MEDI- 
CINE, DEPARTMENT  OF  FAMILY  AND  COMMUNITY  MEDICINE, 
UNIVERSITY  OF  UTAH,  SALT  LAKE  CITY,  UTAH;  JACK 
HADLEY,  SENIOR  RESEARCH  ASSOCIATE,  THE  URBAN  INSTI- 
TUTE, WASHINGTON,  D.C;  AND  GREGORY  BULGER,  EXECU- 
TIVE DIRECTOR,  MATTAPAN  COMMUNITY  HEALTH  CENTER, 
BOSTON,  MASS.,  AND  PRESIDENT,  MASSACHUSETTS  LEAGUE 
OF  COMMUNITY  HEALTH  CENTERS,  A  PANEL 
Dr.  Woolley.  Thank  you.  Let  me  just  summarize  some  points. 
I  would  like  to  point  out  that  our  experience  with  the  National 

Health  Service  Corps  began  virtually  at  its  inception,  or  at  least 
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when  the  first  deployments  were  made,  and  has  included  a  lot  of 
different  kinds  of  activities  that  relate  to  both  the  deployment  of 
the  Corps  and  helping  communities  to  achieve  manpower  under 
the  National  Health  Service  Corps  program  and  conducting  stud- 
ies, as  well  as  providing  services.  We  have  run  five  different  clinics 
in  the  Intermountain  West  using  National  Health  Service  Corps 
manpower. 

So,  I  come  to  this  committee  with  a  dual  perspective  of  both 
researcher  and  provider. 

I  would  like  to  say  at  the  outset  that  there  have  been  some  very 
positive  impacts  from  the  National  Health  Service  Corps  in  the 
Intermountain  West.  I  would  puint  out  that  the  Intermountain 
West  is  a  rather  peculiar  place  in  terms  of  the  kinds  of  problems 
that  we  face  as  perhaps  opposed  to  the  other  parts  of  the  country. 

We  do  not  refer  to  our  problems  as  being  problems  of  rural 
health,  but  rather  remote  health.  We  do  not  have  very  many  even 
distributed,  low-density  populations.  We  have  some  very  isolated 
pockets  of  population  of  low  density  which  are  frequently  separated 
by  hundreds  of  miles  with  virtually  no  population  in  between.  This 
really  presents  some  significant  problems  when  it  comes  to  estab- 
lishing adequate  medical  care  in  these  areas. 

The  National  Health  Service  Corps  has  indeed  helped  us  to  fill 
some  significant  needs. 

Second,  there  is  no  question  that  the  financial  assistance  that 
has  been  provided  to  medical  students  and  nursing  students  and 
others  has  been  a  significant  contribution.  The  ability  of  students 
to  go  to  school  without  having  to  worry  ^bout  working  outside  or 
seeking  outside  loans,  and  so  forth,  has  really  been  important. 

All  of  those  good  things  having  been  said,  there  have  been  a  few 
problems  and  I  would  like  to  touch  on  a  couple  of  those  problem 
areas. 

We  have  had  a  good  deal  of  confusion,  as  I  suspect  many  other 
areas  of  the  country  have,  in  terms  of  just  what  the  focus  and 
purpose  of  the  National  Health  Service  Corps  is.  We  have  had 
confusion  about  who  qualifies  and  who  should  qualify  for  National 
Health  Service  Corps  placement. 

We  frequently  have  found  that  health  systems  agencies  and 
others  who  are  supposed  to  be  helping  in  this  activity  have  used 
the  wrong  data;  they  have  been  confusing  and  they  have  failed  to 
give  any  consideration  to  advanced  planning  in  terms  of  what  is 
likely  to  happen  in  terms  of  manpower  needs. 

There  has  also  been  confusion  as  to  how  to  evaluate  and  how  to 
judge  whether  a  Corps  site  has  been  a  good  site  or  a  bad  site.  What 
are  the  terms  of  productivity?  Is  it  simply  the  number  of  patients 
that  one  pushes  through  the  door  in  a  given  day,  or  does  it  relate 
to  an  overall  increase  in  the  level  of  care  that  exists  in  a  communi- 
ty? 

There  have  been  some  real  problems  in  terms  of  disincentives, 
particularly  under  the  scholarship  program.  We  found  a  lot  of 
students  or  residents  that  came  out  with  1  year's  residency  and 
interrupted  their  training  program  to  fulfill  their  obligation.  Many 
times,  we  had  people  who  were  totally  untrained  in  primary  care 
going  cut  into  rural,  remote,  isolated  places  and  trying  to  deliver  a 
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full  range  of  services.  They  had  no  incentive  for  staying  on  and 
building  a  large  practice. 

In  fact,  there  was  a  real  disincentive  because  they  were  given  a 
bonus  simply  for  maintaining  the  time  and  place  for  the  duration 
of  their  obligation,  plus  the  fact  of  why  build  a  large  practice  that 
attracts  a  lot  of  people  who  become  interested  in  you  as  a  provider 
when  you  are  going  to  be  leaving  anyway?  There  is  a  great  emo- 
tional component  that  goes  along  with  that. 

Finally,  as  a  disincentive—and  this  has  real  impacts  as  it  relates 
to  the  proposal  for  instituting  the  private  practice  option— is  the 
whole  issue  of  fee  structures.  We  have  been  instructed,  and  there 
are  very  clear  guidelines,  that  in  establishing  fees  in  clinics,  we 
must  follow  what  is  the  current  and  usual  fee  structure  prevailing 
in  the  communities  so  as  to  not  create  unfair  competition. 

Older,  established  physicians  who  have  been  in  communities  for 
many,  many  years  and  who  have  their  buildings  paid  for  and  have 
inadequate,  medical  record  systems  that  do  not  cost  very  much  to 
maintain— they  can  charge  $4  or  $5  for  an  office  visit.  Then  we  ask 
somebody  to  come  along  and  establish  a  solvent,  productive  prac- 
tice, and  it  cannot  be  done.  It  is  a  real  disincentive  for  people  to 
establish  private  practice. 

So,  there  are  some  real  questions  as  to  how  the  private  practice 
option  is  really  going  to  attract  people  into  the  areas  where  we 
need  them  and  where  these  kinds  of  disincentives  may  exist.  There 
are  questions  as  to  areas  without  hospitals. 

An  ambulatory,  primary  care  physician  who  bases  his  entire 
practice  on  ambulatory,  out-patient,  nonhospital  medicine  is  at  a 
significant  economic  disadvantage.  I  have  not  heard  anything  ad- 
dressed as  to  how  that  is  going  to  be  adjudicated. 

There  are  questions  about  administrative  overhead.  Our  experi- 
ence has  been  that  National  Health  Service  Corps  sites  are  admin- 
istratively topheavy  because  of  the  rules  and  regulations  of  having 
to  fill  out  forms  and  comply  with  various  regulations.  Typically, 
this  requires  at  least  one  additional  administrative  person. 

We  need  to  have  better  orientation  in  communities;  we  need  to 
have  physicians  who  understand  the  kinds  of  communities  they  are 
going  Into.  I  suspect  that  the  private  practice  option  may  be  benefi- 
cial in  that  regard. 

Let  me  just  make  a  plea,  if  I  may.  The  States  and  particularly 
the  States  in  the  Intermountain  West,  need  more  flexibility  and 
need  a  greater  voice  in  planning  their  own  manpower  needs.  The 
recent  census  that  came  out  showed  that  Utah  grew  38  percent 
between  1970  and  1980,  where  the  rest  of  the  Nation  was  obviously 
at  a  much  lower  rate  of  growth.  That  is  the  tip  of  the  iceberg;  that 
is  what  is  going  to  happen. 

Exxon  just  published  a  report  that  appeared  in  the  newspaper 
the  night  before  last  that  said  that  between  now  and  the  year  2010, 
the  Intermountain  West  could  expect  800,000  workers  to  be  import- 
ed for  the  development  of  synthetic  fuels,  if  they  have  their  say. 
That  kind  of  growth  is  explosive,  and  we  need  greater  flexibility  in 
being  able  to  determine  just  whe  ve  need  to  put  manpower  and 
greater  flexibility  in  terms  of  bei  able  to  do  proactive  planning 
and  not  in  response  to  crisis. 
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We  need  streamlining;  we  need  flexibility  in  terms  of  staffing. 
We  need  better  use  of  mid-level  practitioners. 

In  summary,  I  think  I  would  just  like  to  say  that  I  see  no  way 
that  we  can  meet  our  manpower  needs  without  some  type  of  Na- 
tional Health  Service  Corps  program  in  the  future. 

Senator  Hawkins.  Thank  you.  Florida  grew  41.1  percent  in  the 
last  10  years  and  can  relate  to  your  problem  of  growth. 

Dr.  Woolley.  Yes. 

[The  prepared  statement  of  Dr.  Woolley  and  responses  to  ques- 
tions follow:] 
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Testimony  Presented  Before  the  Senate  Committee  on  Labor  and  Huma^  Resources 
April  8,  1981  -  F.  Ross  Woolley,  Ph.D.  -  University  of  Utah  -  Salt  Lake  C1lj,  Utah 

As  a  member  of  the  Department  of  Family  and  Community  Medicine  at  the 
University  of  Utah,  I  have  been  involved  with  the  National  Health  Service 
Corps  (NHSC)  nearly  from  Its  inception.    We  have  participated  with  communities 
and  governmental  agencies  in  designating  health  manpower  shortage  areas, 
preparing  NHSC  manpower  requests,  recruiting  nurse  practitioners,  physicians 
assistants  and  physicians  for  NHSC  placement,  and  participating  in  studies 
of  various  aspects  of  NHSC  activity  throughout  Utah,  Colorado,  Wyoming  and 
Montana.    Our  research  has  included  studies  assessing  the  impact  of  NHSC 
practices  on  utilization  of  medical  care  services,  community  acceptance,  and 
practice  activities  of  NHSC  assignees.    We  also  completed  a  study  on  the 
adjustment  of  spouses  of  NHSC  assignees  and  assessed  NHSC  productivity  and 
utilization  in  a  study  of  the  effectiveness  of  rural  health  programs 

In  addition  to  research  and  community  development  activities  with 
the  NHSC,  we  have  developed  five  primary  care  clinics  located  in  the  rural 
Intermountain  west  wnich  have  utilized  corps  personnel.    The  Department  of 
Family  and  Community  Medicine,  as  the  grantee,  too*  responsibility  for  overall 
management  and  provision  of  services  using  NHSC  manpower.    Thus,  I  bring  today 
the  dual  perspective  of  an  academic  researcher  who  has  participated  in 
evaluation  of  the  NHSC  as  well  as  that  of  a  provider  and  manager  who  has 
dealt  intimately  with  the  day-to-day  problems  of  operating  an  NHSC-staffed 
clinic. 
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Positive  Impact  of  the  NHSC  In  the  InterwOuntain  Area 

There  is  no  question  that  the  availability  of  health  manpower  through 
the  NHSC  has  had  a  very  positive  impact  on  helping  to  meet  the  health  care 
rweds  of  people  in  the  rural  areas  of  the  Intermountain  west.    Were  it  not 
for  guaranteed  incomes  and  direct  manpower  placement  by  the  >'HSC,  many  small 
communities  would  have  continued  to  exist  without  adequate  medical  services. 
Isolated  towns,  often  separated  by  distances  of  over  a  100  miles  from  the 
nearest  medical  services,  simply  cannot  develop  sufficient  resources  on 
their  own.    Nor  can  they  combine  efforts  with  neighboring  communities  due 
to  excessive  distances  between  these  communities.    Thus,  frequently,  the 
only  viable  alternative  has  been  the  NHSC . 

Another  area  of  significant  impact  has  been  that  of  the  financial 
assistance  provided  to  both  medical  and  nursing  students.    Although  the  total 
percentage  of  medical  or  nursing  students  receiving  NHSC  assistance  at  the 
University  of  Utah  has  never  been  great,  for  those  using  this  resource,  it 
has  been  a  means  for  going  to  school  without  many  of  the  encumbrances  often 
placed  on  students  who  must  support  themselves.    Clearly,  this  financial 
support  makes  it  possible  for  these  students  to  concentrate  on  gaming  an 
education  without  diluting  their  activities  through  nutside  employment.  It 
also  liaits  the  need  for  obtaining  other  loans  which  are  becoming  more 
difficult  to  secure  and  may  put  them  in  serious  financial  jeopardy  for 
many  years. 

Despite  these  positive  attributes,  the  processes  of  obtaining  site 
designation  and  recruitment  and  retention  of  NHSC  personnel  have  created 
some  significant  oroblems.    Although  many  of  these  issues  are  inherent  to 
the  bureaucratic  process,  I  oelieve  that  there  are  positive  steps  which  may 
be  takpn  to  reduce  the  difficulties. 
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Site  Designations  and  NHSC  Manpower  Applications 

The  first  step  in  bringing  NHSC  personnel  to  an  area  is  obtaining 
designation  of  the  proposed  site  as  a  Health  Manpower  Shortage  Area  (HMSAj 
or  Medically  Underserved  Area  (MUA).    Although  the  criteria  for  MUAs  and 
HMSAs  are  theoretically  distinct,  there  is  considerable  confusion  between 
the  two  on  the  part  of  local  communities  and  even  the  state  agencies 
responsible  for  carrying  out  the  designation  process.    The  result  has  been 
that  many  communities  have  dissembled  when  faced  with  the  problem  of 
producing  different  and  contradictory  sets  of  population  data,  delineating 
contorted  geographic  boundaries,  revising  service  area  estimates,  and  reducing 
aggregated  health  statistics  in  order  to  qualify  under  one  or  the  other  sets 
of  designations.    This  has  effectively  el iminated  many  communities  from 
consideration  simply  because  they  did  not  understand  the  forms  and  needs  of 
the  government. 

A  major  problem  encountered  in  site  designation  has  been  the  unclear 
role  of  the  Health  Systems  Agencies  (HSAs)  in  the  review  process.  In 
several  instances  we  have  found  that  the  HSA  uses  standards  or  data  which  are 
outdated  or  applied  the  wrong  set  of  criteria  in  making  the  evaluation.  The 
paucity  of  accurate  health  manpower  and  population  data  has  been  a  significant 
proDlem  in  working  effective^  for  the  designation  of  HMSAs  or  MUAs  when 
developing  NHSC  sites. 

Furthermore,  there  is  little,  if  any,  attempt  for  state  or  federal 
agencies  to  designate  areas  in  anticipation  of  future  needs     Indeed,  there 
has  been  a  strong  reluctance  on  the  part  of  the  HSAs  to  approve  any  proposals 
for  which  the  need  is  not  already  acute.    The  reason  is,<  of  course,  that 
this  is  mandated  by  the  guidelines  from  the  federal  government.    HSAs  seem 
to  have  little  incentive  in  developing  guidelines  geared  specifically  to 
state  or  regional  needs.    Unfortunately,  the  lack  of  proactive  planning  has 
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become  a  major  problem,    with  the  mtermourttam  area  growing  at  a  rate 
unexceeded  by  any  other  area  in  the  United  States  (Utah  grew  by  38X  from 
1970-1980),  the  need  for  anticipatory  planning  and,  hence,  site  designation 
is  critical.    With  the  construction  of  power  plants  or  the  development  of 
energy  resources  such  as  coal,- oil,  natural  gas,  oil  shale,  or  tar  sands 
for  example,  we  have  seen,  and  expect  to  see  again,  100X  or  greater 
Increases  in  comnunity  populations  m  the  span  of  a  few  months.    This  rapid 
growth  is  frequently  characterized  by  young,  highly  transient  populations 
with  heavy  demands  for  acute  care  services  which  cannot  be  met  by  existing 
health  manpower. 

The  introduction  of  new  NHSC  providers  or  any  other  type  of  health 
manpower  into  a  community  requires  a  certain  period  of  adjustment.    It  has 
been  our  experience  that  the  longer  the  community  is  without  health  care 
services  the  longer  it  will  take  for  new  providers  to  become  well  utilized. 
This  may  be  due  to  the  fact  that  once  people  have  established  alternative 
sources  of  health  care,  they  are  reluctant  to  make  a  change,  even  though 
new  services  may  be  relatively  more  accessible.    This  does  not  mean  that  the 
new  resources  are  not  needed.    It  does  mean,  however,  that  the  development 
of  even  small  systems  of  health  care  delivery  requires  time     This  will,  m 
the  long  run,  result  in  improvements  in  both  the  quality  and  quantity  of 
health  care. 

It  is  apparent  that  goals  and  objectives  of  the  NHSC  have  shifted 
dramatically     It  is  still  unclear  as  to  whether  or  not  the  federal  government 
is  intent  on  developing  services  only  where  there  is  economic  sufficiency  or 
whether  reasonable  geographic  accessibility  is  paramount.    Should  the  govern- 
ment insure  access  to  care  regardless  of  its  economic  viability7   This  is 
apparently  the  philosophy  which  prevails  for  Native  Americans,  given  the 
magnitude  of  services  provided  by  the  Indian  Health  Service.    Or,  should  the 


a  84 
ERIC 


79 


Page  5 


government  simply  do  nothing  to  limit  access  to  medical  care  while  main- 
taining no  direct  responsibility  for  providi ng  services  where  none  are 
available.    Presently,  the  federal  position  on  this  issue  is  unclear  and 
this  lack  of  clarity  has  produced  some  considerable  chaos  in  determining 
just  who  gets  NHSC  personnel. 

Historically,  the  placement  of  NHSC  assignees  (especially  those 
under  the  scholarship  program)  has  been  determined  by  a  grading  system  for 
sites.    There  are  four  levels  of  sites  currently  under  designation.    At  this 
time,  however,  only  l^vel  1  and  level  2  sites  qualify  for  placement  under 
the  loan  forgiveness  or  scholarship  obligation  programs.    Level  determinations 
are  made  by  evaluating  various  aspects  of  the  shortage  area  criteria,  e.g., 
the  provider-to-population  ratios.    Although  the  process  for  determining 
which  communities  will  be  at  which  levels  is  largely  a  function  of  the  number 
of  sites  who  have  made  application  in  relationship  to  the  manpower  pool 
available,  the  unpredictability  of  this  process  makes  it  difficult  to  plan 
and  advise  communities  who  are  seeking  assistance.    Furthermore,  our  small, , 
remote  sites  rarely  meet  the  population  density  requirements. 

Economic  Factors 

As  indicated  above,*  the  issue  of  the  federal  position  m  relationship 
to  providing  access  to  services  is  unclear.    This  becomes  a  major  factor  m 
determining  whether  or  not  a  particular  NHSC  site  has  an  appropriate  level 
of  utilization  and  is,  consequently,  judged  as  being  productive.    Tr.°  issue 
of  productivity  has  been  a  significant  one  in  evaluating  sites.  Unfortunately, 
the  very  nature  of  the  system  has  tended  to  make  the  site  nonproductive  as 
compared  to  their  counterparts  in  the  private  sector.    There  are,  in  fact, 
some  significant  disincentives  under  the  existing  scholarship  program  which 
may  or  may  not  be  ameliorated  under  the  private  practice  option  (PPO).  These 


ERJC 


80 


Page  6 

disincentives  include  the  following:. 

1.  National  Health  Service  Corps  assignees  traditionally 
have  had  little  or  no  training  in  practice  management. 
Unfortunately,  the  practices  they  enter  are  traditional  ly 
on  very  shaky  economic  ground.    Thus,  careful  attention 
to  the  details  of  practice  economics  and  personnel 
management  is  reguired.    Although  the  governing  board 

is  supposed  to  take  an  active  role  in  establishing 
management  policies,  the  nature  of  the  medical  care 
system  generally  puts  the  provider  in  the  lead 
position  as  it  relates  to  management  decisions. 
Therefore,  conflicts  between  providers  and  governing 
boards  become  commonplace. 

2.  There  is  a  limited  commitment  on  the  part  of 
scholarship  and  some  other  assignees  to  establishing 

or  building  a  significant  practice.    Many  NHSC  assignees 
have  no  intention  of  remaining  in  primary  care  practice 
or  at  the  site  where  they  were  placed.    Many  scholar- 
ship recipients  left  residencies  to  fulfill  their  2  or 
3  year  obligation  and  had  no  intention  of  practicing  a 
primary  care  speciality.    At  the  end  of  their  tour  of 
duty,  they  left  the  corps  and  returned  to  a  residency 
training  program. 

3.  There  are  no  economic  incentives  for  productivity 
given  to  scholarship  recipients  and  bonuses  have  been 
paid  not  for  productivi  ty but  merely  for  remaining 

in  place  to  complete  their  tour  of  duty.    There  has  never 
been  an  attempt  under  the  scholarship  program  to  provide 
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incentives  for  increasing  utilization  of  services  or 
other  forms  of  productivity.    Salaried  systems  could, 
and  should,  be  augmented  by  some  form  of  incentive  based 
on  practice  productivity.    Incentives  should  not 
necessarily  be  tied  only  to  the  number  of  ambulatory 
patients  seen  in  the  office.    A  significant  portion  of 
many  assignees'  time,  especially  in  the  smaTler 
communities,  should  be  consumed  with  preventive 
services,  health  education  and  organization  of  more 
effective  service  delivery  systems. 
4.    Fee  structure  imposed  on  NHSC  sites  are  often  un- 
realistic.   By  agreement,  to  avoid  unfair  competition, 
NHSC  sites  are  obliged  to  charge  fees  which  are 
representative  of  the  prevailing  rate  structure  in 
the  community.    Unfortunately in  areas  where  the 
majority  of  existing  providers  have  been  in  practice 
for  many  years,  prevailing  rates  may  well  be  below 
those  necessary  to  develop  and  maintain  a  new  and 
economically  viable  practice.    In  many  instances, 
established  practices  have  the  advantage  of  buildings 
which  are  completely  debt  free,  minimal  (and  often 
inadequate)  recordkeeping  systems  which  do  not  require 
significant  expense,  medical  records  systems  which 
would  not  meet  BCHS  requirements,  yet  are  inexpensive 
to  operate,  and  a  minimal  number  of  staff  whose  salary 
demands  are  modest     Thus,  the  new  NHSC  provider  may  be 
attempting  to  deliver  up-to-date  care  using  a  fee  structure 
that  was  adequate  two  decades  ago. 


ERIC 


82 


Page  8 


Many  of  the  current  problems  experienced  in  NHSC  sites  may  be  overcome 
by  the  PPO,  however,  there  are  some  serious  questions  raised  by  the  discon- 
tinuance of  the  scholarship  program.    For  example,  under  the  most  recent 
operating  guidelines,  NHSC  sites  have  often  not  been  expected  to  achieve 
economic  viability.    With  the  discontinuance  of  the  scholarship  program  and 
a  shift  to  the  PPO,  the  question  arises  as  to  the  incentives  that  will  be 
given  to  NHSC  providers  to  practice  in  areas  with  marginal  economies  or 
geographic  isolation  which  makes  them  undesirable.    Obviously,  under  the 
PPO,  the  provider  is  at  significantly  greater  economic  risk  than  the 
scholarship  recipient  operating  strictly  on  a  salary.    At  issue  is  not  only 
the  amount  of  subsidy  to  be  provided,  but  also  the  duration  of  such  help 
under  the  private  practice  option. 

An  attendant  issue  is  the  economic  impact  of  practicing  in  an  area 
without  hospital  services.    Under  current  reimbursement  schemes,  any  primary 
care  practitioner  providing  services  where  there  is  no  hospital  is  at  a 
significant  economic  disadvantage.    The  amount  of  income  which  can  be 
generated  by  a  practice  exclusively  devoted  to  ambulatory  care  is  more 
limned  than  one  in  which  hospital  services  can  be  provided.    Such  a 
situation  threatens  the  provider  not  only  economically,  but  also  medically. 
CerMinly,  most  physician  training  programs  do  not  adequately  prepare  their 
graduates  to  practice  without  the  substantial  benefit  and  backup  provided 
by  a  hosoital . 

Regulations  imposed  by  the  Bureau  of  Community  Health  Services  (BCHS), 
the  NHSC  itself,  and  other  federal  agencies  make  the  development  of  a  viable 
NHSC  practice  unnecessarily  difficult     It  has  been  our  experience  that  at 
least  one  extra  staff  member  is  required  in  an  NHSC  site  as  compared  to  a 
private  practice  to  provide  the  management  services  required  by  federal 
regulations.    Frequently,  this  one  additional  person  results  in  increases 
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of  33%  In  the  staffing  level  in  small  clinics.    Reporting  requirements, 
auditing  procedures,  requirements  for  linkages  with  other  programs,  licensure 
review  procedures,  etc.,  all  of  which  are  ostensibly  designed  to  improve 
the  quality  of  services  provided,  have,  <n  many  instances,  imposed  such 
encumbrances  upon  the  practice  that  the  opposite  effect  was  achieved.  I 
am  aware  of  many  instances  where  regulations  were  functionally  iqnored 
and  reports  were  generated  based  more  on  fantasy  than  fact  simply  to  cut 
down  on  the  amount  of  bookkeeping  and  paperwork. 

In  a  similar  vein,  we  have  observed  that  there  are  competing  or 
conflicting  requirements  from  different  federal  agencies.    Although  in  the 
following  example  the  practice  was  not  an  NHSC  site  at  the  time,  it  was  a 
community  health  center  funded  under  the  auspices  of  BCHS  and,  therefore, 
subject  to  the  same  operating  rules  and  regulations  as  an  NHSC  site.  We 
established  a  clinic  at  Page,  Arizona,  which  primarily  served  the  needs  of 
the  Navajo  Indians  living  in  and  within  a  50  mile  radius  of  that  isolated 
community.    The  Indian  Health  Service  had  provided  one-day-a-week  services 
for  a  number  of  years  using  a  traveling  clinic.    Unfortunately,  there  were 
too  many  occasions  when  acute  illnesses  required  immediate  attention, 
necessitating  trips  of  over  80  miles  to  the  Tuba  Cn.y  Hospital.    In  operating 
this  clinic*  we  received  grant  support  from  BCHS,  but  because  the  services 
were  being  provided  by  federally  funded  personnel  to  Native  Americans,  the 
operating  rules  and  regulations  of  the  Indian  Health  Service  were  more 
consistent  *ith  the  needs  of  the  patients  being  served.    A  major  issue,  which 
caused  a  great  deal  of  concern,  was  the  charginq  of  fees     On  the  one  hand, 
BChS  regulations  demanded  that  we  establish  a  sliding  scale  fee  schedule  and 
attempt  to  collect  fees  from  the  Indian  patients.    On  the  other  hand,  the 
Indian  Health  Service  (IHS),  of  course,  has  never  made  an  attempt  to  collect 
fees  for  their  services.    Since  the  IMS  hospital  and  specialists  wore  a  major 
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source  of  referral  and  we  used  an  IhS  clime  as  a  satellite  site,  we  were 
inexorably  connected  to  the  IMS  and  the  whole  issue  of  fees  and  charging 
for  services  became  extraordinarily  complex.    As  a  resuH,  many  hours  of 
expensive  administrative  time  were  spent  in  attempting  to  resolve  this 
dilemma.     It  is  precisely  this  type  of  confusion  which  requires  extra 
administrative  overhead  and  dilutes  the  effectiveness  of  federally  funded 
clinics  in  delivery  of  services. 


The  issue  of  retention  of  NHSC  assignees  beyond  their  basic 
commitment  is  a  multifaceted  problem.    Many  factors  undoubtedly  contribute 
to  decisions  to  leave  a  site  or  to  buy  out  of  the  program.    It  is  apparent 
from  our  experience  that  the  increased  penalty  for  buying  out  (three  for  one 
payback)  has  had  a  significant  effect  on  the  number  of  obligees  who  elect  to 
follow  this  course.    The  most  significant  factor  related  to  retention 
appears  to  be  orientation  to  the  community.    Adequate  orientation  takes  on 
several  dimensions  which  include  being  socially  oriented,  and  medically 
oriented  to  the  practice  environment. 

We  recently  conducted  a  study  of  spouses  of  NHSC  assignees.  Previous 
studies  have  shown  that  the  single  most  important  factor  in  physician 
location  is  spouse  preference.    Our  research  found  that  the  most  critical 
factor  in  helping  spouses  to  adjust  to  the  community  was,  in  fact,-  help 
from  inside  the  community  rather  than  assistance  provided  by  NHSC  orientation 
sessions.    Interestingly,  this  study,  which  was  completed  late  in  1979, 
found  that  72*  of  the  61  NHSC  providers  were  currently  buying  homes  in  the 
communities  to  which  they  had  been  assigned.    This  suggests  that  there  is  a 
reasonable  high  expectation  for  pemanance  among  those  assigned  to  Region  vlll. 
However,  experience  suggests  that  lack  of  attention  to  spouse  concerns  will 
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dilute  this  commitment. 

One  of  the  most  helpful  features  of  the  PPO  which  we  have  observed  to 
date  has  been  the  significantly  greater  orientation  which  takes  place  prior 
to  the  assignees  arriving  on-site*    Because  of  the  greater  involvement  in 
th€  details  of  establishing  a  practice,  the  PPO  provider  frequently  makes 
several  visits  to  the  conmunity  before  actually  beginning  practice. 

The  appropriateness  of  the  training  received  by  NHSC  assignees  is 
also  of  great  importance.    As  indicated  earlier,  we  have  observed  that  many 
NHSC  assignees  have  not  had  training  appropriate  for  their  site.    For  example, 
a  family  practitioner  trained  in  a  residency  program  emphasizing  only  internal 
medicine  and  pediatrics  is  poorly  suited  for  entering  practice  in  a  Western 
rural  community  where  there  is  a  hospital  and  only  one  or  two  other  physicians 
It  is  virtually  incumbent  upon  these  assignees  that  they  practice  obstetrics 
and  surgery.    Becuase  of  low  occupancy  rates  and  high  overhead,  most  small 
rural  hospitals  are  dependent  upon  surgery  and  obstetrics  to  maintain  solvency 
Conversely,  there  may  be  physicians  who  must  learn  to  practice  where  there 
are  no  hospital  facilities  at  all  as  well  as  those  who  are  forced  to  practice 
specialities  for  which  they  have  received  limited  training. 

The  scholarship  program  cf  the  NHSC  was  thought  to  be  havinq  some 
impact  in  modifying  resident  -raining  programs  so  that  assignees  would  achieve 
skills  more  consistent  with  their  anticipated  practice.    The  effects  of  the 
elimination  of  the  scholarship  program,  of  course,        unknown  as  they  relate 
to  possible  influence  upon  curricula. 

An  area  which  has  caused  problems  for  NHSC  providers  has  been  the 
antagonism  which  they  have  aroused  in  both  patients  and  other  providers. 
In  one  community  we  observed  that  the  NHSC  physicians  refused  to  continue 
practices  instituted  by  a  physician  who  had  served  the  comrunit>  for  many 
years.    The  procedures  in  question  were  undoubtedly  antiquated  and  of 


ERJ.C 


86 


Page  12 


questionable  value.    Unfortunately,  the  new  physicians  were  given  no 
guidance  nor  had  they  had  any  relevant  training  in  how  to  deal  with  what 
was  a  significant  community  health  education  problem.    Their  tactics  included 
lecturing  at  patients  and  writing  hostile  editorials  in  the  local  newspaper 
in  an  attempt  to  persuade  the  community  that  their  style  of  medicine  was 
better  than  that  of  the  former  physician.    It  took  a  number  of  years  before 
the  mutual  antagonism  was  dissapated.    It  is  probable  that  the  skepticism 
which  many  people  have  for  federal  programs  contributes  to  the  hostility. 
Even  after  former  NHSC  physicians  have  converted  over  to  straight  private 
practice ,  they  are  often    .ill  referred  to  as  the  "government  doctors". 

Similarly,  many  private  physicians  resent  the  fact  that  the  government 
is  helping  to  establish  new  physicians  in  their  community.    Part  of  this  is 
fear  of  competition,*  however,  jealousy  also  plays  a  role.    There  older 
physicians  recall  that  there  was  no  one  available  to  help  them  start  their 
practice  when  they  first  came  to  the  community. 

All  of  these  factors  point  to  the  need  for  a  greater  education  and 
cooperation  among  the  existing  medical  community  and  tht  NHSC.    In  all 
likelihood,  in  the  Intermountain  Area  the  PPO  will  be  much  more  palatable 
and  understandable  by  the  current  physicians  in  practice  than  were  the 
salaried  assignments.     It  is  important,  however,  that  we  continue  to  solicit 
the  help  and  support  of  the  existing  medical  community  and  not  simply  obtain 
their  acquiesence  to  NHSC  placement. 

Suggestions  for  the  Future 

Perhaps  the  most  pressing  need  in  the  re-structuring  of  the  NHSC  is  to 
provide  the  states  with  greater  flexibility  in  determining  their  own  health 
manpower  needs.    In  the  past,  excessively  difficult  regulations,  cumbersome 
selection  Criteria,  and  bureautic  bottlenecks  imposed  by  HSAs  and  other 
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agencies  have  tended  to  discourage  communities  where  significant  needs 
existed. 

In  the  Intermountain  Area  we  are  1n  the  midst  of  a  major  population 
boom  related  to  energy  development.    This  boom  1s  expected  to  continue  over 
the  next  30  years  and  the  development  of  a  viable  health  care  system  is 
critical  to  preserving  the  quality  of  life  that  now  exists.    It  would  be 
highly  desirable  to  let  states  develop  flexible  criteria  for  designating 
energy  impaced  areas  as  HHSAs.    The  following  is  an  example  of  a  possible 
set  of  criteria  for  designating  an  energy-impacted  health  service  area. 

1.  The  proposed  service  area  is  rational  for  the  delivery  of 
primary  care  services. 

2.  Each  of  the  following  conditions  prevails  with  the  area: 

a.  Tr»e  area  has,  or  is  projected  to  have  within  one  year, 

a  primary  care  practitioner-to-population  ratio  of  1  to 
800. 

b.  The  area  is  at  a  distance  of  more  than  30  minutes  travel 
time  from  the  nearest  contiguous  health  services. 

3.  The  promoted  increase  of  population  of  the  area  is  a 
minimum  of  100%  during  the  {36  months  or  more)  initial 
construction  phase  period. 

4.  The  primary  medical  care  providers  in  the  nearest 
contiguous  area  will  be  unable  to  meet  the  increased 
demands  for  the  projected  population  growth  m  the 
impacted  area. * 


These  criteria  were  developed  cooperatively  by  the  Montana  HSA  and  the 
Utah  Network  of  Rural  Health  Systems,  Division  of  Community  Medicine,  University 
of  Utah. 
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Although  the  development  of  long-term  sites  for  placement  of  NHSC 
assignees  is  desirable,  there  are  some  situations  in  which  the  needs  for 
medical  services  are  of  limited  duration.    The  Intermountain  Area  is 
anticipating  large  growth  followed  by  diminished  populations  in  many  areas 
in  which  synthetic  fuels  or  electrical  generating  plants  will  be  built.  In 
these  situations,  additional  manpower  to  meet  the  peak  demands  will  be  required 
for  only  two  to  five  years.    Therefore,  some  provision  for  limited  term 
assignments  should  be  incorporated. 

Professionals  associated  with  the  NHSC  program  should  increase  their 
activity  and  collaboration  with  medical  schools  and  residency  training  programs. 
Increased  opportunities  for  training  physicians  in  practice  management,  health 
economics,  and  the  behavioral  sciences  are  critical  to  the  success  of  the  NHSC. 
Additional  training  in  community  medicine  and  health  cafe  organization  would 
also  be  highly  desirable  inasmuch  as  many  NHSC  assignees  provide  the  leader- 
ship for  all  medical  services  in  the  area  in  which  they  practice.  An 
important  linkage  which  is  often  neglected  is  that  with  the  state  and  local 
public  health  personnel.    It  may  be  desirable  to  develop  joint  functions  where 
NHSC  assignees  serve  both  as  public  health  officers  and  provide  routine 
medical  care. 

An  essential  ingredient  in  the  further  training  of  future  NHSC  assignees 
should  be  an  opportunity,  while  still  in  training,  to  serve  a  preceptorship 
either  in  the  area  in  which  they  plan  on  establishing  oractice  or  in  one 
similar  to  it.    Our  observation  has  been  that  this  experience  is  invaluable 
in  helping  assignees  to  build  relationships  with  the  established  providers 
as  well  as  anticipate  and  resolve  many  of  the  problems  which  are  inevitable 
in  establishing  a  new  practice. 

The  reduced  amount  of  paperwork  required  of  NHSC  assignees  under  the 
PPO  system  is  gratifying.    Streamlining  reporting  and  administrative 
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requirements  in  order  to  reduce  practice  overhead  is  vital.  Although 
sound  business  management  dictates  that  accurate  records  be  maintained, 
the  unnecessary  paperwork  and  compliance  with  inappropriate  or  low-yield 
federally  mandated  programs  can  reduce  an  otherwise  viable  practice  to 
insolvency. 

The  NHSC  should  be  leading  the  way  in  the  development  of  innovative 
practice  activities  and  arrangements.    Staffing  patterns  in  NHSC  sites( 
should  be  such  that  they  maximize  the  potential  utilization  of  the  community 
in  which  they  are  located.    The  practice  of  having  two  providers  on  site 
to  prevent  burnout  and  maintain  full-time  coverage  is  desirable.  Economics 
may,  however,  dictate  that  more  reliance  be  placed  on  the  use  of  mid-level 
practitioners  working  either  as  teams  or  in  combination  with  physicians.  It 
is  important,  however,  that  when  physicians  are  asked  to  participate  in 
the  delivery  of  services  wi th  mid-level  practitioners,  they  have  previous 
experience  and  understanding  of  the  role  and  capabilities  of  these  providers. 
An  understanding  of  the  distinction  between  nurse  practitioners  and  physicians 
assistants  is  important.    Although  students  and  residents  may  enccjnter 
mid-level  practitioners  in  their  hospital  training  many  are  unfami 1 iar  wi th 
how  these  personnel  function  in  the  rural  ambulatory  setting. 


On  the  whole,  our  experience  witr  the  National  Health  Service  Corps 

in  the  Intermountain  west  has  been  <»  positive  one.    Although  projections  for 

a  physician  surplus  by  1990  have  convinced  many  that  economic  pressures  will 

force  physicians  into  areas  that  are  currently  underserved,  the  rapid  qrowth 

in  the  west  will  probably  demand  that  assistance  from  National  Health  Service 

Corps  providers  will  be  required  in  the  foreseeable  future. 

Greater  flexibility  at  the  state  level  in  determining  the  need  for 
health  manpower  is  an  important  factor  for  the  future  success  of  the 

NHSC.    It  is  vital,  however,  thdt  consistent  policy  regarding  the  govern- 
ment's commitment  to  providing  access  to  ^dical  care  be  developed. 
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RESPONSES  TO  QUESTIONS 


1.  In  any  federally  funded  program  there  anutt,  of  course,  be  baseline 
standards,  as  well  as  flexibility  that  make  tense  based  on  the  needs  in 
different  parts  of  the  country,     a  aensib'*  designation  of  medically 
underserved  areas  in  Utah  could  be  mo/a  efficiently  and  accurately 
addressed  at  the  state  level.     Representatives  from  academe,  the  state, 
and  regional  and  local  officials  must  sit  down  together  to  equitabl) 
define  a  working  formula  rrom  which  the  needs  of  medically  underserved 
oreas  could  be  met. 

2.  The  scholarship  program  was  instituted  at  the  same  time  as  almost  every 
ot.ier  avenue  of  federal  and  public  support  <^s  withdrawn.  Therefore, 

a  variety  of  students  with  different  agendas  turned  for  assistance  to 
the  NHSC  scholarship  program.     Thus,  although  there  are  undoubtedly 
students  *c~Vi.-ig  tinancial  assistance  through  -his  program  and  who,  for 
a  variety  of  reasons,  are  not  suited  for  either  prinary  care  or  service 
to  the  underserved,  the  Corps  scholarship  program  continued  to  be  a 
critical  source  of  support  for  appropriate  students.     An  April  1981 
DKHS  study  found  that  over  34%  of  the  medical  scholarship  recipients 
for  the  1979-80  school  year  were  identified  as  non-white.    These  students 
will,  by  definition,  Lerve  the  underserved  at  a  higher  rate  than  their 
white  counterparts.    We  cannot  ignore  the  honest  financial  needs  of 
these  and  low- income  whiie  students  who  often  come  from  and  will  return 
to  rural  areas.     We  must  diversify  moans  o'     inancial  support  so  tha*  we 
can  adequately  respond  to  those  who  will  s%        in  the  public  interest. 
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3.  The  Intermountain  west  will  bear  the  burden  of  developing  energy  resources 
necessary  to  the  whole  country.     The  federal  government  has  a  responsibility 
to  assist  this  area  in  the  provision  of  the  myriad  of  public  services 
which  will  be  necessary  to  support  these  energy  development  projects. 

The  upfront  cost  of  water,,  sewer,,  roads,,  schools,  and  other  basic  services 
cannot  be  borne  by  current  populations.     Further,,  it  will  be  necessary 
to  plan   for  services  to  mitigate  social  impacts  of  communities  undergoing 
rapid  change.     We  know  from  the  experiences  in  places  like  Gillette  and 
Green  River,,  Wyoming,,  that  rates  of  alcohol  and  drug  abuse,,  as  well  as 
of  family  violence,  will  increase  dramatically.     Such  social  problems 
can  be  linked  to  the  efficiency  of  the  business  operations  in  the  area. 
There  are  clear  economic  costs  to  disregarding  these  basic  human  services 
The  federal  government  must  join  with  private  companies  in  paying  for  the 
cost  of  developing  viable  health  and  mental  health  services  in  these 
areas.     To  leave  such  responsibility  solely  in  the  hands  of  the  private 
sector  would  be  to  disregard  a  basic  public  responsibility. 

4.  The^exper lence  of  the  past  ten  years  makes  it  clear  that  merely  increasing 
the  number  of  primary  care  residency  graduates  will  not  correct  problems 
of  geographic  maldistribution.     Even  with  a  greater  percentage  uf  students 
choosing  to  practice  in  rural  areas,  shortages  will  continue  to  exist  in 
small,    isolated  communities      Corps  physicians  and/or  mid-level  practitioners 
will  be  needed  in  substantial  numbers  during  the  1980's  in  our  area, 
particularly  »,ith  the  transient  pattern  of  energy  projects  in  isolated 
areas  of  the  rural   Intormountain  west.     The  market  mechanism  alone  will 

not  meet  these  needs. 


83-520  0—81  7 


ERJ.C 


92 


5.    Promoting  appropriate  matches  of  health  professional  to  rural  areas  must 
involve  two  basic  changes. 

a.  Selection  procedures  to  medical  school  must  take  into  account  those 
factors  which  have  been  shown  to  be  predictive  of  practice  in  rural 
communities.     Both  Florida  State  and  Michigan  State  have  successfully 
implemented  admissions  formulas  oriented  toward  this  goal.     I  recommend 
that  we  study  these  two  examples  carefully. 

b.  The  training  of  health  professionals  roust  include  early  and  repeated 
opportunities  for  exposure  to  rural  practice.     The  health  professional 
in  training  should  be  allowed  to  develop  an  ongoing  relationship  in 

a  specific  community  to  which  he  or  she  might  consider  returning. 
We  must  not  make  the  mistake  of  thinking  that  everyone  could  be  convinced 
of  the  attractiveness  of  rural  practice.     Rather,   we  must  target  our 
efforts  towards  those  most  likely  to  find  work  satisfaction  in  the  rural 
set  t  ing 

Two  other  factors  must  be  remembered. 

1.  It   is  counter-productive  to  alter  a  selection  procedure  without  altering 
the  corresponding  training  program. 

2.  Since  spouse  satisfaction  has  been  shown  to  be  the  single  most  important 
factor  in  the  sue  of  a  town  in  which  a  physician  settles,  the  family 
unit  must  be  treated  as  a  whole  in  the  campaign  to  make  rural  practice 
rore  attractive. 
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Senator  Hawkins.  Dr.  Hadlev? 

Dr.  Hadley.  Thank  you,  Madam  Chairman. 

My  comments  focus  on  two  issues.  One  is  trends  in  the  market 
for  physicians,  the  possible  effects  of  market  forces  on  physician 
distribution,  and  implications  for  the  National  Health  Service 
Corps.  The  other  is  the  process  of  designating  health  manpower 
shortage  areas. 

Like  most  economists,  I  tend  to  look  forward  by  looking  back- 
ward. In  1963,  there  were  just  over  225,000  non-Federal  patient 
care  physicians  in  the  United  States.  By  1970,  the  total  number 
had  increased  by  12.1  percent.  However,  disparities  among  geo- 
graphic areas  in  the  number  of  people  per  physician  either  grew 
wider  or  did  not  change.  In  sum,  the  experience  of  the  1960's  was 
that  growth  in  the  total  number  of  physicians  did  not  improve 
their  geographic  distribution. 

Since  1970,  the  growth  in  the  total  number  of  physicians  has 
accelerated  rapidly,  reaching  almost  323,000  by  1978— a  more  than 
25-percent  increase.  By  1990,  it  is  projected  that  there  will  be 
almost  600,000  active  physicians  and  osteopaths,  or  roughly  one 
physician  for  every  409  people.  Consequently,  the  experiences  of 
the  1970*8  may  provide  some  clues  as  to  what  might  happen  to 
physicians*  earnings  and  distribution  patterns  during  the  1980's. 

My  reason  for  focusing  first  on  changes  in  physicians'  earnings  is 
that  this  is  presumably  the  mechanism  through  which  market 
forces  operate.  Two  trends  stand  out.  First,  after  adjusting  for 
inflation,  physicians*  real  incomes  fell  by  about  10  percent  between 

1970  and  1978.  However,  the  rate  of  change  differed  among  various 
specialties  and  community-size  groups. 

Second,  after  adjusting  for  differences  in  the  cost  of  living,  in 

1971  physicians  in  nonmetropolitan  counties  had  incomes  which 
were  about  18  percent  larger  than  the  incomes  of  physicians  in  the 
largest  metropolitan  counties.  In  1978,  this  relationship  was  essen- 
tially unchanged,  in  spite  of  about  a  25-percent  increase  in  the 
total  number  of  physicians.  A  further  examination  of  these  data 
suggests  that  a  good  share  of  the  reduction  in  earnings  has  been 
due  to  physicians  working  fewer  hours;  that  is,  about  7  percent 
less,  which  means  that  about  a  quarter  of  the  growth  in  the  total 
number  of  physicians  was  offset  by  fewer  hours  of  work. 

What  have  been  the  trends  in  the  distribution  of  physicians  over 
this  period?  First,  communities  in  every  county  size  grouping  have 
gained  physicians  relative  to  population.  Second,  the  largest  rela- 
tive grains  have  been  made  by  the  smaller  metropolitan  communi- 
ties. Third,  the  smallest  increases  occurred  in  the  smallest  coun- 
ties, particularly  those  with  fewer  than  25,000  people,  and  in  the 
very  largest,  most  populous  counties. 

Tnus,  there  has  been  a  diffusion  of  physicians  from  the  largest  to 
smaller  sized  counties,  although  this  diffusion  does  not  appear  to 
have  been  as  rapid  in  the  smallest  counties.  Furthermore,  there 
were  no  dramatic  changes  in  the  relative  incomes  of  physicians  in 
different  sized  communities.  Thus,  the  market  does  not  appear  to 
have  tilted  financial  incentives  sufficiently  to  offer  a  very  strong 
stimulus  for  geographic  redistribution. 

Fd  like  to  turn  now  to  the  question  of  designating  health  man- 
power shortage  areas.  As  I  am  sure  you  know,  the  cornerstone  of 
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the  process  is  the  population  per  primary  care  physician  ratio.  As 
of  1979,  there  were  about  1,400  sites  designated  as  having  a  physi- 
cian shortage,  and  it  was  estimated  that  as  many  as  40  million 
people  came  under  the  health  manpower  shortage  area  umbrella. 

How  good  is  the  population  per  primary  care  physician  ratio  as 
an  indicator  of  where  to  locate  additional  medical  care  resources? 
The  answer  I  offer  is  "not  very."  Probably  the  biggest  reason  for 
this  is  that  the  ratio  conveys  no  direct  information  about  either  the 
use  of  medical  care  or  the  need  for  medical  care. 

Second,  the  focus  on  primary  care  physicians  ignores  the  contri- 
bution of  other  medical  care  providers,  medical  specialists,  osteo- 
paths, nurse  practitioners,  physicians'  assistants,  nurses,  pharma- 
cists, and  hospitals  for  improving  the  health  of  the  Nation. 

Let  me  skip  ahead  a  little  bit  and  conclude  simply  by  saying  that 
the  problem  of  developing  better  criteria  for  designating  bhortage 
areas  and  identifying  needy  populations  is,  I  believe,  soluble.  There 
is  work  underway  to  try  and  reach  those  goals. 

The  problem  of  placing  and  maintaining  Corps  physicians  re- 
quires a  more  careful  and  fundamental  reappraisal  of  the  Corps' 
goals  and  objectives.  To  the  extent  that  the  Corps  continues  to 
place  physicians  in  sites  which  are  relatively  the  best  off  among  all 
designated  sites,  then  Corps  placements  simply  supplant  a  process 
which  would  occur  under  natural  market  forces.  Continuing 
growth  in  physician  supply  will  drive  more  and  more  physicians 
into  successively  less  well  served  communities.  However,  these  very 
market  forces  also  insure  that  the  order  in  which  these  communi- 
ties are  queued  will  reflect  the  financial  ability  of  a  community  to 
support  a  physician  and  not  necessarily  its  residents'  needs  for 
additional  medical  services. 

Future  interactions  between  the  size  of  the  Corps,  designation  of 
shortage  areas,  and  trends  in  market-motivated  physician  distribu- 
tion depend  on  which  of  two  alternative  strategies  is  used  to  place 
Corps  physicians.  The  "bottom  up"  approach  focuses  on  communi- 
ties and  populations  least  able  to  attract  physicians  and  obtain 
medical  care  on  their  own.  The  "top  down"  approach  concentrates 
on  communities  which  appear  to  have  a  reasonably  good  chance  of 
supporting  a  physician  financially,  but  for  one  reason  or  another 
have  been  unable  to  link  up  with  a  private  practitioner. 

These  two  approaches  to  placing  Corps  physicians  reflect,  I  be- 
lieve, two  fundamentally  different  objectives  which  the  Corps 
might  pursue.  The  objective  of  providing  a  temporary  helping  hand 
to  physicians  seeking  to  establish  private  practices  in  currently  less 
well  served  communities  implies,  and  in  fact  should  require,  a 
focus  on  the  best  of  the  worst — precisely  those  communities  with 
the  best  potential  for  supporting  a  private  practice  physician. 

The  goal  of  providing  medical  care  to  those  least  able  to  obtain  it 
on  their  own,  for  whatever  reason,  calls  for  exactly  the  opposite 
approach  to  Corps  placements.  This  goal  also  suggests  that  the 
Corps  is  likely  to  be  a  continuing  and  ongoing  factor  in  such 
communities  At  the  same  time,  however,  concentrating  only  on 
the  worst-off  communities  narrows  the  breadth  of  the  shortage 
area  umbrella.  Studies  supported  by  the  Robert  Wood  Johnson 
Foundation  suggest  that  12  to  15  million  people  are  structurally 
underserved  This  number  is  considerably  smaller  than  the  ap- 


95 


proximately  40  million  people  claimed  to  reside  in  currently  desig- 
nated shortage  areas. 

Finally,  one  clear  consequence  of  the  growing  supply  of  physi- 
cians is  that  it  is  going  to  become  less  costly  to  hire  physicians  for 
all  activities,  including  service  in  the  National  Health  Service 
Corps.  Given  that  medical  schools'  tuitions,  and  consequently  Corps 
scholarship  costs,  are  rising,  it  may  be  more  efficient  to  sever  the 
Corps  from  the  process  of  financing  medical  education.  If  this  were 
done,  however,  an  adequate,  though  unsubsidized  loan  program  for 
medical  students  should  be  established  to  fill  the  vacuum  left  by 
ending  Corps  scholarships. 

Severing  the  Co**ps  from  medical  education  financing  has  several 
advantages.  Planning  flexibility  for  Corps  size  and  placement 
should  be  greatly  enhanced  by  not  being  locked  into  a  6-  to  8-year- 
long  pipeline.  At  the  same  time,  the  recruitment  pool  would  be 
greatly  enlarged,  permitting  greater  selection  among  skills  and 
experience.  Finally,  the  Corps  would  be  more  likely  to  recruit 
physicians  with  a  serious  commitment  to  serving  the  medically 
needy  rather  than  young  medical  students  trying  to  finance  an 


In  sum,  I  believe  that  there  is  now  and  will  continue  to  be  a  need 
for  a  program  like  the  National  Health  Service  Corps.  However,  I 
also  believe  that  as  currently  structured,  the  Corps  is  not  operating 
as  well  as  it  might.  Changes  need  to  be  made  in  the  designation, 
recruitment,  and  assignment  processes. 
Thank  you,  Madam  Chairman. 
[The  prepared  statement  of  Dr.  Hadley  follows:] 
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Statement  of 


Jack  Hadley,  Ph.D. 
Senior  Research  Associate 
The  Urban  Institute 


Thank  you,  Mr.  Chairman,  for  the  opportunity  to  appear  before  you  this 
morning. 

My  name  is  Jack  Hadley.     I  am  an  economist  with  the  Health  Policy 
Program  of  The  Urban  Institute,  a  nonprofit  research  organization  located 
here  in  Washington. 

A  major  portion  or  my  research  over  the  last  several  years  has  dealt 
with  the  problems  of  the  geographic  distribution  of  physicians.    I  have 
investigated  both  the  factors  which  influence  physicians'  location  choices 
and  the  normative  issue  of  how  physicians  should  be  distributed.     I  would 
like  to  use  my  time  this  morning  to  describe  the  implications  of  my  research, 
and  other  research  on  these  questions,  for  two  issues  pertinent  to  the 
National  Health  Service  Corps.     The  first  issue  concerns  trends  in  the  market 
for  physicians,  the  possible  effects  of  market  forces  on  physician  distribution, 
and  consequences  for  the  size  of  the  National  Health  Service  Corps.    The  second 
is  the  process  of  designating  health  manpower  shortage  areas.     I  would  like  to 
conclude  with  some  general  comments  about  the  role  of  the  Corps  in  meeting  the 
health  needs  of  the  nation. 
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Market  Forces  and  the  Distribution  of  Physicians 

Like  most  social  scientists,  I  tend  to  look  forward/  by  looking  backward* 
Accordingly,  I'd  like  to  begin  by  reporting  some  data  from  the  1960s.     In  1963, 


di  by  looking  backward/. 


there  were  Jubt  over  225,000  nonfederal,  patient  care  physicians  In  the  United 
States^/i  79.1  percent  located  In  metropolitan  counties  and  20.9  percent 

In  nonmetropolltan  counties.    This  translated  into  693  people  per  physician  In 
metropolitan  counties  and  almost  twice  that,  1,355  people  per  physician  In 
nonmetropolltan  counties. 

By  1970,  the  total  number  of  physicians  had  Increased  by  12.1  percent,  to 
almost  253,000.     However,  the  share  of  physicians  In  nonmetropolltan  counties 
dropped  to  18.2  percent  of  the  total,  and  the  number  of  people  per  physician 
In  these  locations  Increased  to  almost  1,400. 

Also  In  1970,  the  counties  with  fewer  than  25,000  residents  had  from 
three  to  four  times  as  many  people  per  physician  as  did  metropolitan  counties. 
The  state  with  the  greatest  number  of  physicians,  New  York,,  had  only  429 
people  per  physician  while  Mississippi,  at  Che  other  end  of  the  spectrum,  had 
almost  exactly  three  times  as  many  people  per  physician,  1,266.     Finally,  a 
series  of  studies  of  trends  in  physician  distribution  within  several  large 
cities,  New  York,  Chicago,  Los  Angeles,  and  Baltimore  documented  that  there 
were  very  few  office-based  physicians  available  to  many  residents  of  poor 
neighborhoods. * 

In  sum,  the  experience  of  the  1960s  was  that  growth  in  the  total  number  of 
physicians  did  not  improve  their  geographic  distribution.    The  National  Health 
Service  Corps  was  established  in  1970  partially  in  response  to  perceptions  of 
the  1960s  experience.     It  was  felt  that  some  type  of  direct  intervention  was 
needed  to  assist  and  encourage  physicians  to  locate  in  communities  which  had 
difficulty  in  attracting  a  physician  on  their  own. 
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Since  1970,  the  growth  In  the  total  number  of  physicians  has  accelerated 
rapidly,  reaching  almost  323,000  by  1978— a  more  than  25  percent  increase. 
The  number  of  people  per  physician  dropped  20  percent,  from  728  to  578.  By 

1990,  it  ia  projected  that  there  will  be  almost  600,000  active  phyaiciana  and 

2 

osteopaths,  or  1  phyaician  for  every  409  people.      Although  these  projections 
may  be  somewhat  astonishing,  they  reflect  a  rate  of  growth  which  is  slightly 
less  tlan  what  occurred  between  1970  and  1978.    Conaequently ,  the  experlencea 
of  the  aeventlea  may  provide  some  cluea  as  to  whet  sight  happen  to  phyaiciana' 
earnings  and  distribution  patterns  during  the  1980a. 

My  reason  for    ocusing  on  change*  in  physicians'  earnings  first  is  that 
this  is  presumably  one  of  the  mechanisms  through  which  market  forcea  operate. 
Eight  econometric  atudiea  of  phyaiciana*  location  choices,  which  I  have 
reviewed  In  a  paper  accompanying  my  atatement,  corroborate  thla  preaumption. 
All  eight  atudiea  found  that  holding  other  factora  conatant,  physicians  tend 
to  locstc  where  phyaiciana'  incomea  are  higher.     (Estimates  varied  from  a  0.5 
to  a  4  percent  increase  in  the  number  of  phyaiciana  for  a  10  percent  increase 
in  phyaiciana'  incomea.) 

Data  on  changes  in  physicians'  average  net  incomes  by  specialty  snd 
community  size  sre  reported  in  Table  1.    Some  intereating  and  perhaps  surprising 
relationahipa  appear.    First,  the  data  suggest  that  phyaicians'  incomes  sre  not 
Immune  or  Insulated  from  market  forcea.    The  combination  of  high  inflation  ratea 
and  an  expanding  supply  of  physicians  relative  to  population  has  -educed 
physicisns'  real  incomes  (sd justed  for  inflstion)  by  about  10  percent  between 
1970  and  1978.    Thia  trend  haa  been  similsr  scross  sll  three  community  sizes. 
General  practitioners,  obstetrician-gynecologists,  and  pediatricians  seem  to 
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have  fared  worse  than  average,  while  internists,  surgeons ,  and  anesthesiologists 
have  done  slightly  better  than  average.    Second  after  adjusting  for  differences 
in  the  cost  of  living,  in  1971  physicians  in  nonmetropolitan  counties  had 
incomes  which  were  17.7  percent  larger  than  the  Incomes  of  physicians  in  ths 
largest  metropolitan  counties.    In  1*78,  this  relationship  was  essentially 
unchanged— nonmetropolitan  physicians'  earnings  ware  18.0  percent  higher  than 
physician's  earnings  in  the  largest  metropolitan  counties. 

A  furthsr  examination  of  thess  data  suggests  thst  most  of  the  reduction 
In  earnings  has  been  dus  to  physicians'  working  fswer  hours.    The  changs  in 
average  net  real  income  per  hour  for  all  physician*  dscreased  by  less  than 
2  parcsnt  In  nonmetropolitan  and  large  metropolitan  counties.    Ths  hourly  wags 
dacraaaed  by  about  7  parcsnt  in  small  metropolitan  counties.     (Thsse  sstimatss 
reflect  a  reduction  in  annual  hours  worked  of  between  7  end  10  percent.) 

What  have  been  ths  trends  in  the  distribution  of  physicians  over  this 
parlod?    First,  communities  in  every  county  sixs  grouping  hsvs  gained  physician* 
rslativs  to  population.     (See  Table  3.)    Second,  ths  Isrgest  relative  gsins 
have  been  made  by  smallsr  mstropolitan  counties.     (This  in  part  explsins  why 
physicians  in  these  locations  had  the  largest  dscreases  in  reel  net  income 
per  hour.)    Third,  the  smallest  increasss  occurred  in  the  smallest  counties, 
particularly/^those  with  fewer  than  25,000  people,  and  in  ths  very  Isrgest, 
most  populous  counties. 
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Table  1 

Physicians*  Average  Net  Incomes 
by  Specialty  and  Consaunity  Size 
1971  and  1978  -  Constant  1971  Dollara, 
Adjusted  for  Cost  of  Living  Differences 

(Percent  Change  in  Parentheses) 


Specialty 

All  Physicians 

General  Practice 

Internal  Medicine 

Surgery 

Obstetrics- 
Gynecology 

Pediatrics 
Anesthesiology 


Non- 
Metropolltan 

1971  1978 

$50,620  $45,430 
(-10Z) 

47,916  40,703 
(-15Z) 

52,167  49,310 
(-5Z) 

59,097  52,554 
(-10Z) 

57,458  54,389 
(-5Z) 

46,027  32,309 
(-30Z) 

43,533  40,280 
(-7Z) 


Small 
Metropolitan 

1971  1978 

$46,092  $41,044 
(-11Z) 

39,823  33,932 
(-15Z) 

41,222  38,030 
(-8Z) 

56,043  51,832 
(-8Z) 

48,216  43,213 
(-10Z) 

39,704  30,135 
(-24Z) 

48,240  49,180 
(+2Z) 


L**8«  2 

Metropolitan 

1971  1978 

$43,011  $38,512 
(-10Z) 

36,369  30,316 
;-17Z) 

41,576  37,970 
(-9Z) 

50,756  49,964 
(-2Z) 

50,770  40,92.1 
(-19Z) 

35,580  32,305 
(-9Z) 

45,887  44,479 
(-3Z) 


Sources:    Physicians'  income  data  are  from  the  Profile  of  Medical  Pratlce. 
1973  and  1980  editions. 

Notes:    1.    All  counties  In  SMSAs  with  50,000-99,999  inhabitants  and 
all  potential  SMSA  counties. 

2.    All  counties  In  SMSAs  with  at  least  1,000,000  Inhabitants. 
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Table  2 

Physicians'  Average  Net  Incomes  Per  Hour  of  Work 
by  Specialty  and  Community  Size 
1971  and  1978  -  Constant  1971  Dollars, 
Adjusted  for  Cost  of  Living  Differences 

(Percent  Change  in  Parentheses) 


Specialty 

All  Physicians 

General  Practice 

Internal  Medicine 

Surgery 

Obetetrlcr 
Gynecology 

Pediatrics 
Anesthesiology 


Non- 
Metropolitan 

1971  1978 

S18.95  $18.57 
(-21) 

17.27  16.76 
(-3D 

20.35  19.24 
(-5Z) 

22.25  20.37 
(-8Z) 

19.46  20.13 
(+3Z) 

17,81  13.48 
(-24Z) 

20.42  20.55 
(+1Z) 


Small  x 

Metr-  oil tan 

1971  1978 

$18.24  $17.01 
(-7Z) 

15.77  14.11 
(-10Z) 

15.76  14.98 
(-5Z) 

21.73  21.00 
(-3Z) 

17.09  17.31 
(+1Z) 

15.24  12.24 
(-20Z) 

18.98  21.61 
(+14Z) 


Urge  2 

Metropolitan 

1971  1978 

$17.02  $16.82 
(-1Z) 

14.40  14.29 
(-1Z) 

15.89  16.09 
(+1Z) 

19.68         20  hA 
(+4Z) 

17.99  16.62 
(-8?.) 

13.65  U.54 
(+«) 

18.05  19.58 
(+8Z) 


Sources.    Physicians'  hours  of  work  and  income  data  are  fros*  the  Profile  of 
Medical  Practice,  1973  and  1980  editions. 

Notes.     I.    All  counties    in  SMSAs  with  50,000-99,999  inhabitants  and 
all  potential  SMSA  counties. 

2.    All  counties  in  SMSAs  with  at  least  1.000,000  inhabitants. 
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Tabi*  3 

Popul*Clon-co-Fhytlclan  Ratio*, 
1970  and  1978,  by  County  Size  CUsalf lcadon 


1970 

1978 

Pec.  Chant* 

All  Countlss 

728 

578 

-20.601 

All  Metropolitan  Counciee 

622 

489 

-21.38 

Crascsr  than  5,000,000 

458 

380 

-17.03 

1,000,000  to  5,000,000 

585 

454 

-22.39 

500,000  to  1,000,000 

708 

531 

-25.00 

50,000  co  500,000 

835 

636 

-23.83 

All  Nona* cropol lean  Counties 

1,416 

1,165 

-15.45 

Creecsr  chan  50,000 

850 

656 

-19.50 

25,000  co  50,000 

1,470 

1,210 

-15.91 

10,000  co  25,000 

1,962 

1,763 

-10.37 

Uss  chan  10,000 

2,352 

2,260 

-  3.13 

Sourca:  A>i \mu  m4  CoMi«H|  "Geographic  Dlacrlbucion  of  Physlcle.  a: 

Paac  Trende  and  FuCure  Influancaa,"  (yyuUl ghed  papr i  1i80)__ti 
TTOT^r-^  ur*rVU^  ^px<     *0«-Z<.,   *«fit>  0*DS,  W*aUJU 
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Designating  Health  Manpower  Shortage  Areas 

As  I  am  sure  you  know,  the  cornerstone  of  the  process  of  designating  an 

area  or  site  as  eligible  for  the  receipt  of  a  Corps  physician  Is  the 

population-per-prlmary-care-physlclan  ratio.    Under  the  current  law,  an  area 

which  ha*  more  than  3,500  people  per  primary-caie-physlcian  and  Is  not  adjacent 

to  or  accessible  to  an  area  which  has  an  excess  capacity  of  primary  care 

physicians  Is  eligible  for  designation.    In  addition,  population  groups  and 

facilities  within  an  otherwise  adequately  served  area  may  also  be  eligible  for 

designation.    The  Secretary  Is  also  empowered  to  take  factors  such  as  high 

Infant  mortality,  poverty,  and  the  age  distribution  of  the  population  Inco 

account  In  designating  shorage  areas.    As  of  1979,  there  were  just  over  1,400 

designated  sites,  roughly  1,100  in  rural  areas  and  300  In  urban  areas;  about 

65  percent  of  all  sites  were  £*t  least  partially  staffed.3    It  Is  estimated 

A 

that  as  many  as  40  million  people  may  come  under  the  health  manpower  shortage 
area  umbrella. 

Given  these  data  as  background,  how  good  is  the  populatlon-per-primary- 
care-physlcian  ratio  as  an  indicator  of  where  to  locate  additional  medical 
care  resources?    The  answer  I  offer  Is  "Not  very." 

On  conceptual  grounds,  the  populatlon-per-primary-care-physlcian  ratio 
Is  subject  to  the  following  criticisms.    First,  and  perhaps  most  significantly 
this  ratxo  conveys  no  direct  information  about  either  the  use  of  medical  care 
or  the  need  for  medical  care.     Second,  the  focus  on  primary  care  physicians 
ignores  the  contributions  of  other  medical  care  providers— medical  specialists, 
osteopaths,  nurse  practitioners,  physicians'  assistants,  nurses,  pharmacists, 
and  hospitals — to  maintaining  and  Improving  the  health  of  the  nacion.  Third, 
this  ratio  provides  little  basis  for  comparing  areas  and  conveys  little 
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information  about  the  type  of  program  response  which  is  appropriate.  For 
example,   ic  does  not  follow  that  an  area  which  has  twice  as  many  people  per 
primary  care  physician  as  another  is  either  twice  as  needy  or  should  receive 
twice  as  many  additional  physicians  or  other  resources.    Lastly,  the  choice 
of  a  cut-off  point  for  designating  shortage  areas  is  arbitrary  and  is  not 
related  to  the  objectives  of  the  program.     In  effect,  the  population-per- 
physician  ratio  is  currently  a  criterion  vichout  a  goal. 

The  current  criterion  is  also  subject  to  criticism  on  a  number  of  mechanical 
grounds.     Many  of  the  key  concepts  that  are  described  in  the  regulations  and 
are  used  to  construct  the  criterion  are  vaguely  defined  and  difficult  to  measure. 
Even  the  most  imaginative  and  resourceful  of  us  would  be  hard  pressed  to  define 
and  measure  concepts  such  as  rational  service  area,  overused  personnel,  conti- 
guous area,  excessive  distance,   inaccessibility,  and  unusually  high  need- 
Consequently,  and  not  surprisingly,  the  process  tends  to  focus  on  things  that 
we  can  count  and  can  observe — numbers  of  physicians  and  politic**  boundaries. 
The  result  is,   I  believe,  a  poor  accounting  of  differences  in  physicians'  work 
patterns — the  amount  of  time  spent  with  patients  and  the  mix  of  services 
provided — and  patients'   travel  patterns.     I  also  believe  tnat  the  current 
criteria  contain  an  inherent  bias  which  makes  it  more  likely  that  rural  areas 
rather  than  urban  areas  will  be  designated,  simply  because  it  is  much  more 
difficult  Co  identify  meaningful  boundaries  and  to  count  physicians  in  urban 
areas. 

By  definition,,  health  manpower  shortage  areas  have  fewer  physicians  per 
capita  than  nonshortage  areas.     How  do  residents  of  these  areas  compare  to 
residents  of  nonshortage  areas'*     The  statistical  evidence  is  slight,  but  it 
appears  thac,  on  average,  residents  of  shortage  areas  may  use  slightly  fewer 
services  buc  do  not  have  significantly  different  mortality  rates.4  These 
results  suggest  that  th*   current  criteria  are  either  not  very  good  at 
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discriminating  anong  areas  or  chac  Che  designation  is  coo  broad.     There  is 
also  evidence  chac  raong  designated  sites,  Chose  wlch  Che  fewest  people  per 
primary  care  physician  have  che  besc  chances  of  boch  successfully  staffing  a 
sice  and  retaining  a  Corps  aeaber.^     Overall,  Chen,   it  appears  chac  a  coabination 
of  inadequate  criteria  for  designating  shortage  areas  and  placement  incentives 
wichin  Che  Corps  have  hampered  che  Corps'  abilicy  co  provide  additional  aedlcal 
services  Co  chose  persons  aosc  unable  co  obtain  aedlcal  care  on  chelr  own. 

Th«  problea  of  developing  better  criteria  for  designating  shortage  areas 
and  needy  populations  is,  I  believe,  soluble.    My  own  currenc  research  is 
exploring  che  feaslblllcy  of  enploying  a  differenc  cype  of  raclo — che  ratio  of 
Medicare  expenditures  per  enrollee  in  an  area  Co  che  mortality  race.  Medicare 
expenditures  per  enrollee  is  a  dlrecc  indlcacor  of  variations  in  che  use  of 
services.    The  aorCalicy  race  is  one  of  che  siaplesc  and  oosc  dlrecc  indicators 
of  healch  scatus  and  che  potential  need  for  aedlcal  care.     Both  Medicare  expen- 
diture and  aorcalicy  data  are  readily  available  on  an  annual  basis  for  snail 
areas.     fhey  are  boch  defined  by  area  of  residence,   so  travel  patterns  co  obtain 
care  and  boundaries  of  aedlcal  service  areas  are  noc  a  problea.     Finally,  boch 
variables  could  be  available  for  reladvely  fine  breakdowns  of  che  population 
into  age,  sex,  and  race  groups.     Thus,  I  believe  chac  soae  improvements  over 
current  criteria  for  designating  shortage  areas  could  be  aade  fairly  readily. 

The  second  problea,  i.e.,  olacing  and  maintaining  Corps  physicians, 
requires  a  no  re  careful  and  fundamental  reappraisal  of  che  Corps'  goals  and 
objecclves.     I  will  say  ao  re  about  chls  in  ay  concluding  resarks. 
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Concluding  Comments 

So  far,  I  have  cried  co  focus  my  comments  on  two  separate  Issues  related 
Co  national  Health  Service  Corps  legislation:    me rkat -generated  trends  in  che 
distribution  of  physicians  and  che  designation  of  health  aanpower  shorcage 
areas.     I  would  Ilka  co  conclude  by  Crying  co  clc  chase  scrands  together  in 
order  Co  draw  inferences  for  cha  size  and  structujse  of  che  KHSC.  ^ 

To  cha  extent  chat  che  Corps  continues  CO  placa  physicians  in  sices  which 

are  relatively  che  base  off  among  all  desingaced  sites,  then  Corps  placements 

simply  supplanc  a  proceas  which  would  occur  under  natural  aarkec  forces. 

Continuing  growth  in  physician  supply  will  drive  more  and  more  physicians  into 

successively  less-wall  served  communities.     These  very  market  forces  also 

insure,  however ,  that  che  order  in  which  chese  comnunicies  are  queued  will 

reflect  che  financial  abilicy  of  a  coaounley  co  supporc  a  physician,  and  not 

A 

necessarily  its  residents'  need  for  additional  medical  services. 

Recent  testimony  before  chls  Coaralccee  by  che  Deparcaenc  of  Healch  and 
Human  Services  scaced  that  Corps  placements  in  1980  emphasized  che  lease  well 
served  among  all  designated  sites. ^     To  che  extent  that  tkis  (rend  continues, 
Chen  Corps  placements  will  be  less  likely  CO  compete  with  physicians  seeking 
CO  establish  private  practices. 

In  efface,  inceraccions  becween  che  size  of  che  Corps,  designacion  of 
shorcage  sraas,  snd  crends  in  aarkec-moclvaced  physician  distribution  depend 
on  vhich  of  cwo  alcernaci^e  strategies  is  used  co  place  Corps  physicians. 
The  "bottom  up"  approach  focuses  on  communities  snd  populations  lease  sble  CO 
attract   physicians  and  obtain  medical  care  on  chair  own.     The  'cop  down" 
approach  concentrates  on  communities  which  appear  co  have  a  reasonably  good 
chance  of  supporclng  a  physician  financially,  but  for  one  reason  or  another 
have  1      x  unable  co  link  up  with  a  private  practitioner. 
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These  two  different  Approaches  Co  placing  Corps  physician*  reflect,  I 
believe,  two  fundamentally  different  objectives  which  the  Corps  aight  puraue. 
The  objective  of  providing  a  temporary  helping  hand  to  physicians  seeking  to 
eatabllah  private  practices  in  currently  less  well  served  communities  implies, 
and  in  fact  ahould  require,  a  focus  on  the  best  of  the  worst— precisely  those 
cotamunltiea  with  the  beat  potential  for  supporting  a  private-practice  physician. 

The  goal  of  providing  medical  care  to  thoae  least  able  to  obtain  it  on 
their  ova,  for  whatever  reason,  calls  for  exactly  the  opposite  approach  to 
Corpa  placements.     This  goal  also  suggeats  that  the  Corps  is  likely  to  be  a 
continuing  and  ongoing  factor  in  such  communities.     At  the  same  time,  however, 
concentrating  only  on  the  worst  off  communities  narrows  the  breadth  of  the 
ahortage  area  umbrella.     Studiea  supported  by  the  Robert  Wood  Johnson  Foundation 
suggest  that  12  to  15  million  people  are  'structurally  underserved.  This 
number  is  considerably  smaller  than  the  approximately  40  million  peopl*  claimed 
to  reside  in  currently  deslgnsted  shortage  areas. 

It  slso  seems  thst  the  Corps  could  efficiently  meet  the  goal  of  serving 
the  structurslly  underserved  with  fewer  physicians  than  the  9,000  suggested 
not  too  long  ago.     Although  based  on  very  crude  calculations,  ay  estimate  is 
that  about  3,000  Corps  physicians  would  be  a  reasonable  interim  si2e  for  the 
program.     To  be  more  precise  than  this  requires  better  information  and  methods 
to  identify  populations  which  need  more  medical  care  and  to  assess  the  impact 
of  the  Corpa  on  the  uae  of  medical  services.     Both  of  these  should  be  given 
high  priority  for  continuing  research  and  evaluation  efforts. 

Finally,  one  clear  conaequence  of  the  growing  supply  of  physicians  ia 
that  it  is  going  to  become  less  costly  to  hire  physicians  for  all  activities, 
including  service  in  the  National  Health  Service  Corps.     Given  that  medical 
schoola'  tuitions,  and  consequently  Corps  scholarship  costa,  are  rising,  it 
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taay  be  more  efficient  to  sever  the  Corps  from  the  process  of  financing  medical 
education.     (An  adequate,  though  unsubsidized  loan  program  would  have  to  be 
established  to  fill  the  vacuum  left  by  ending  Corps  scholarships.)  This 
approach  has  several  additional  advantages.     Planning  flexibility  for  Corps 
size  and  placement  should  also  be  greatly  enhanced  by  not  being  locked  into 
a  six-to-eight  year  long  pipeline.    At  tne  same  time,  the  recruitment  pool 
would  be  greatly  ealarged^permitting  greater  selection  among  skills  and 
experience.     Finally,   the  Corps  would  be  more  likely  to  recruit  physicians  with 
a  serious  coomicmsnt  to  serving  the  medically  needy  rather  than  young  medical 
students  trying  to  finance  an  expensive  education. 

In  sum,  I  believe  that  there  is  now  and  will  continue  to  be  a  need  for  a 
program  like  the  National  Health  Service  Corps.     However,  I  also  believe  that 
as  currently  structured  the  Corps  is  not  operating  as  well  as  it  might.  Changes 
need  to  be  made  in  the  designation,  recruitment,  and  assignment  processes.  I 
hope  that  the  information  I  provided  the  Committee  will  assist  you  in  your 
deliberations. 

I  have  brought  with  ae.  Mr.  Chairman,  copies  of  several  papers  vhich  I 
would  like  to  suUtnit  for  the  record  and  for  distribution  to  the  Committee 
members  and  staff. 

Thank  you  again  for  the  opportunity  to  appear  before  you. 
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Senator  Hawkins.  Thank  you,  Doctor. 

I  have  to  leave  and  go  to  another  meeting  at  this  point,  but  we 
are  going  to  continue  the  hearings.  Steve  Grossman  of  Senator 
Hatch  8  staff  will  preside. 

Mr.  Grossman.  Mr.  Bulger,  would  you  please  continue' 

Mr.  Bulger.  Thank  you,  Mr.  Grossman. 

*u  *am  l£re.t0<!2y  to  urge  the  committee  not  to  adopt  proposals 
that  would  significantly  alter  the  growth  and  development  of  the 
National  Health  Service  Corps  by  capping  Corps  personnel  at  2,500 
tor  the  foreseeable  future,  restricting  eligibility  requirements  for 
placement  even  further,  and  encouraging  an  independent  practice 
model.  It  is  vital  that  the  Corps  continue  to  be  able  to  respond  to 
the  growing  need  for  primary  health  care  services  in  shortage 
areas  in  both  urban  and  rural  communities. 

Much  has  been  said  about  the  excess  supply  of  physicians  that 
will  be  evident  over  the  next  5  years.  However,  in  Boston  and  other 
urban  areas,  it  has  never  been  a  question  of  physician  supply,  but 
of  maldistribution. 

Boston,  with  its  three  major  medical  schools  and  numerous 
teaching  hospitals,  is  one  of  the  world's  leading  medical  centers, 
and  if  you  took  the  city  as  a  whole,  it  probably  would  have  the 
lowest  physician  to  population  ratio  of  any  major  American  city. 
Yet,  over  half  of  Boston  s  neighborhoods  have  been  declared  health 
manpower  shortage  areas  and  medically  underserved  areas,  and  a 
arge  segment  0f  the  city  surrounded  by  these  hospitals  has  been 
labeled  a  death  zone"  by  the  New  England  Journal  of  Medicine 
because  of  morbidity  and  mortality  rates  many  times  above  the 
national  average. 

The  private  sector  has  left  the  inner  city  neighborhoods  in  scores 
over  the  past  10  to  15  years,  and  continues  to  do  so.  The  few  that 
remain  will  invariably  soon  retire.  In  the  Mattapan  neighborhood 
where  my  center  is  located,  15  years  ago  it  was  predominately  a 
white,  middle-class  community  with  ample  physicians.  It  is  now 
almost  entirely  a  young,  black  low-  to  middle-class  community  with 
only  two  part-time  general  practitioners,  both  over  65,  besides  the 
health  center,  providing  services  to  a  copulation  which  has  in- 
creased to  almost  30,000.  The  story  is  the  same  for  many  other 

country116*  °theT  UrbEn  areaS  aCr08S  the 

In  response  to  this  void  created  by  the  absence  of  the  private 
sector  in  providing  primary  health  care  services,  programs  such  as 
the  National  Health  Service  Corps  have  become  an  invaluable 
source  of  physicians  to  serve  needy  urban  populations.  Boston  now 
has  AS  community  health  centers  which  serve  over  half  the  city's 
population.  Most  of  the  centers  are  not  supported  by  Federal  funds, 
but  a  majority  do  receive  National  Health  Service  Corps  place- 
ments which  provide  them  a  vital  source  of  support.  And  a  major- 
ity of  these  sites  are  experiencing  significant  increases  in  utiliza- 
tion rather  than  a  decline. 

io™y  r°Wn  Center  ^Perienced  a  40-percent  increase  in  utilization  in 
iy«0.  In  terms  of  the  excess  supply  of  physicians  opening  offices  in 
many  of  the  city  s  neighborhoods  once  thought  undesirable,  this 
has  just  not  been  the  case.  The  health  centers  with  National 
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Health  Service  Corps  support  have  become  in  many  instances  the 
only  source  of  primary  health  care  services. 

Given  the  economic  makeup  of  the  inner-city  populations  that 
are  underserved,  it  is  almost  impossible  for  a  private  physician  to 
create  a  viable  practice  with  a  client  mix  of  medicaid  and  working 
poor  who  can  afford  little  or  nothing  toward  their  bills. 

Thus,  while  Boston  for  many  years  has  had  a  citywide  physician 
excess,  these  physicians  have  not  chosen  to  serve  the  primary 
health  care  needs  of  much  of  Boston's  population,  They  have  in- 
stead clustered  in  teaching  hospitals  and,  as  documented  by  the 
ABT  study,  have  served  the  needs  of  residents  of  the  surrounding 
metropolitan  area  more  than  those  of  the  inner  city. 

It  is  our  perception  that  the  number  of  truly  needy  residents  of 
the  city  who  have  no  access  to  primary  health  care  continues  to 
grow,  and  without  the  Corps  being  ab*e  to  respond  to  the  situation, 
many  people  will  be  left  with  no  medical  care. 

It  is  important  as  well,  in  the  designation  process  for  placement, 
to  consider  not  just  geographical  barriers,  but  cultural,  language, 
and  racial  barriers.  For  example,  the  South  Cove  Community 
Health  Center  in  Boston  sits  across  the  street  from  a  major  medi- 
cal center.  Yet,  it  is  the  chief  source  of  primary  health  care  for 
Boston's  Chinese  population,  since  it  responds  to  their  unique 
needs  in  terms  of  interpreters,  et  cetera.  Such  a  center  might  well 
lose  their  MUA  designation  if  rigid  guidelines  were  imposed.  Yet, 
no  other  provider  would  be  able  to  serve  this  population.  It  is  vital 
that  the  uniqueness  of  various  population  groups  be  included  in  the 
methodology  utilized  for  Corps  placement. 

In  Boston,  the  great  majority  of  Corps  placements  have  been  at 
community-based,  integrated  sites,  and  have  allowed  the  centers  to 
expand  their  services  to  continue  to  meet  the  need  for  basic  pri- 
mary health  care  services,  which  continues  to  grow  with  the  de- 
cline in  the  number  of  physicians  practicing  in  communities  served 
by  the  health  centers.  This  type  of  setting,  we  feel,  has  encouraged 
physicians  to  remain  in  the  community  at  the  centers.  However, 
without  continued  NHSC  support  after  the  initial  commitment^ 
most  centers  cannot  hire  the  Corps  physician,  given  the  lack  of 
other  grant  support  to  augment  their  salary.  With  a  set  number  of 
Corps  personnel,  many  of  these  physicians  would  not  be  funded  by 
the  Corps  after  the  initial  placement  period. 

In  Boston,  volunteer  Corps  placements  have  been  quite  common 
and  have  proved  very  successful  for  those  involved.  But  with  the 
cap,  volunteers  who  may  be  more  committed  and  motivated  to 
work  at  a  particular  site  would  be  almost  eliminated.  While  there 
are  some  areas  of  the  country  that  would  not  induce  volunteers  to 
practice  in  that  locale  and  would  warrant  a  scholarship  placement, 
a  mix  of  both  volunteers  and  scholarship  Corps  members  should  be 
maintained. 

The  Corps  is  a  relatively  young  program  and,  up  to  this  point, 
has  demonstrated  a  real  capacity  to  begin  to  address  not  just  the 
physician  shortage  problem,  but  the  real  question  of  distribution. 
The  private  practitioner  has  shown  an  unwillingness  to  serve  a 
large  segment  of  the  inner  city  and  rural  populations.  As  proven  in 
Boston's  case,  an  increased  supply  of  doctors  has  not  effectuated 
any  real  change  in  the  situation. 
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With  the  proposed  limitation  on  Corps  expansion,  many  truly 
needy  individuals  will  be  denied  access  to  basic  primary  health 
care  sendees.  I  would  urge  the  committee  not  to  support  the  pro- 
posed leveling  off  of  the  Corps  and  its  reorganization,  but  to  sup- 
port the  continued  planned  growth  of  the  Corps  in  its  present  form 
with  emphasis  on  placement  in  integrated,  community-based  sites 
where  the  physician  can  best  be  utilized. 

I  appreciate  this  time  you  have  allowed  me  to  express  my  views. 
Thank  you. 

[The  prepared  statement  and  questions  with  addendum  to  Mr. 
Bulger  follow] 
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I41t  *LUK  HILL  AVlNUI 
MATTAPAH    MAM  OJIJt 

Tftf#MO««  »•«  004  I 


TESTxMONY 

NATIONAL  HEALTH  SERVICE  CORPS 
'  SENATE  LABOR  &  HUMAN  RESOURCES  COMMITTEE 

Mr.  Chairman  and  Senators,  my  name  is  Gregory  Bulger.    I  am  the 
Executive  Director  of  the  Mattapan  Community  Health  Center  in  Boston, 
Massachusetts,  as  well  as  the  President  of  the  Mass.  League  of  Community 
Health  Centers.     I  would  like  to  thank  Senator  Hatch  for  the  opportunity 
to  address  the  Committee.     I  am  here  today  to  urge  the  Committee  not  to 
adopt  proposals  that  would  significantly  alter  the  growth  and  development 
of  the  National  Health  Service  Corps  by  capping  Corps  personnel  at  2,500 
for  the  foreseeable  future,  restricting  eligibility  criteria  for  placement 
even  further,  and  encouraging  an  independent  practice  model.     It  is  vital 
that  the  Corps  continue  to  be  able  to  respond  to  the  growing  need  for 
Primary  Health  Care  Services  in  shortage  areas  in  both  urban  and  rural 
communities . 

Much  has  been  said  fbout  the  excess  supply  of  physicians  that  will 
be  evident  over  the  next  five  years,  however  in  Boston  and  other  urban 
areas  it  has  never  been  a  question  of  physician  supply  but  of  maldistri- 
bution.    Boston  with  its  three  major  medical  schools  and  numerous  teach- 
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Ing  hospitals  Is  one  of  the  world's  leading  iredical  centers  and  If  you 
took  the  City  as  a  whole,  probably  would  have  the  lowest  physician  to 
population  ratio  of  any  major  American  City.    Yet  over  half  of  Boston* s 
neighborhoods  have  been  dpclared  Health  Manpower  Shortage  Areas  and 
Medically  Underserved  Areas  and  a  large  segment  of  the  City  surrounded  by 
these  hospitals  has  been  labeled  a  "Death  Zone"by  the  New  England  Journal 
of  Medicine  because  of  morbidity  and  mortality  rates  many  tines  above 
the  national  average.    The  private  sector  has  left  the  Inner-city  neigh- 
borhoods In  scores  over  the  past  10-15  years  and  continues  to  do  so. 
The  few  that  remain  Invariably  will  soon  retire.    In  the  Hittapan  neighbor- 
hood where  my  Center  is  located,  15  years  ago  It  was  predominately  a  white 
middle-class  community  with  ample  physicians.    It  Is  now  almost  entirely 
a  young,  Black,  lower  middle-class  community  with  only  two  part-time 
general  practitioners  both  over  65  besides  the  Health  Center,  providing 
services  to  a  population  which  has  Increased  to  almost  30,000.    The  story 
Is  the  same  for  many  other  3oston  neighborhoods  as  well  as  other  urban 
areas  across  the  country. 

In  response  to  this  void  created  by  the  absence  of  the  private  sector 
in  providing  Primary  Health  Care  Services,  programs  such  as  the  National 
Health  Service  Corps  have  become  an  invaluable  source  of  physicians  to 
serve  needy  urban  populations.    Boston  now  has  28  community  health  centers 
which  serve  over  half  the  City's  population.    Most  of  the  centers  are 
not  supported  by  federal  funds  but  a  majority  do  receive  National  Health 
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Service  Corp*  placements  which  provide  them  a  vital  source  6f  support  and 
Che  majority  of  these  sites  are  experiencing  significant  Increases  In 
utilisation  rather  than  a  decline.    My  own  Center  experienced  a  40Z 
Increase  In  utilization  In  1980.    In  terms  of  the  excess  supply  of 
physicians  opening  offices  In  many  of  the  city's  neighborhoods  once  thought 
undesirable,  this  has  Just  not  been  the  case.    The  health  centers  with 
National  Health  Service  Corps  support  have  become  In  many  Instances  the 
only  source  of  Primary  Health  Care  Services. 

Given  the  economic  makeup  of  the  Inner-city  populations  that  are 
underserved  It  Is  almost  impossible  for  a  private  physician  to  create  a 
viable  prsxtlce  with  a  client  mix  of  medicaid  and  working  poor  who  can 
afford  little  or  nothing  towards  their  bill.    Thus  while  Boston  for  many 
years  has  had  a  clty-wlde  physician  excess  these  physicians  have  not 
chosen  to  serv*  the  Primary  Health  Ct      .«eeds  jf  much  of  Boston's  popula- 
tion.    They  have  Instead  clustered  In  teaching  hospitals  and  as  documented 
by  the  ABT  Study  have  served  the  needs  of  residents  of  the  surrounding 
metropolitan  area  more  than  those  In  thft  Inner-city.     It  Is  our  percep- 
tion that  the  number  of  truly  needy  residents  of  the  city  who  have  no 
access  to  Primary  Health  Care  continue  to  grow,  anC  without  the  Corps 
being  able  to  respond  to  this  situation  many  people  will  be  left  with  no 
medical  care. 

It  Is  Important  as  well  In  the  designation  process  for  placement  to 
consider  not  Just  geographical  barriers  but  cultural,  language,  and  racial 
barriers.    For  example,  the  South  Cove  Community  Health  Center  In  Boston 
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sits  across  the  street  from  a  major  medical  center,  yet  It  la  the  chief 
source  of  Primary  Health  Care  for  Boston's  Chinese  population  since  It 
responds  to  thalr  unique  needs  In  terms  of  Interpreters,  etc .    Such  a 
center  might  „ell  loose  their  M.U.A.  designation  If  rigid  guidelines 
were  imposed,  yt  no  other  provider  would  be  able  to  serve  this  population. 
It  is  vital  that  the  uniqueness  0f  various  population  groups  be  Included 
in  the  methodology  utilized  for  Corps  placement. 

In  Boston,  the  great  majority  of  Corps  placements  have  been  at 
community -based  Integrated  sites  and  h*ve  allowed  the  centers  to  expand 
their  services  to  continue  to  meet  the  need  for  basic  Primary  Health  Care 
Services  which  continues  to  grow  „lth  the  decline  In  the  number  of  physic- 
ians practicing  in  communities  served  by  the  health  centers.    This  type  of 
setting  we  feel  has  encouraged  physicians  to  remain  in  the  community  at  the 
centers,  however  without  continued  NHSC  support  after  the  initial  com- 
mitaent  most  -enters  cannot  hire  the  Corps  physician  given  the  lack  of 
other  grant  support  to  augment  their  salary,    with  a  set  number  of  Corps 
personnel  many  0f  these  physicians  would  not  be  funded  by  the  Corps  after 
the  Initial  placement  period. 

In  Boston  volunteer  Corps  placements  have  been  quite  common  and  have 
proved  very  successful  for  those  Involved,  but  with  the  Cap,  volunteers 
who  may  be  more  commlted  and  motivated  to  work  at  a  particular  site  would 
be  almost  eliminated.    While  there  are  some  areas  0f  the  country  that 
would  not  induce  volunteers  to  practice  In  that  locale  and  would  warrant  a 
scholarship  placement,  a  nix  of  both  volunteers  and  scholarship  Corps 
members  should  be  maintained. 
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The  Corps  is  a  relatively  young  program  and  up  to  this  point  has 


demonstrated  a  real  capacity  to  begin  to  address  not  Just  a  physician 
shortage  problem  but  the  res!  question  of  distribution.    The  private 
practitioner  has  shown  an  unwillingness  to  serve  a  large  segment  of 
the  inner-city  and  rural  population  and  as  proven  in  Boston's  case  an 
increased  supply  of  doctors  has  not  effectuated  any  real  change  in  the 
situation.    With  the  proposed  limitation  on  Corps  expansion  many  truly 
needy  individuals  will  be  denied  access  to  basic  Primary  Health  Care 
Services.    1  would  urge  the  Committee  not  to  support  the  proposed  leveling 
off  of  the  Corps  and  its  reorganization,  but  support  the  continued  planned 
growth  of  the  Corps  in  its  present  form  with  emphasis  on  placement  in 
integrated  community  based  sites  wheie  the  physician  can  best  be  utilized. 

1  appreciate  the  time  you  have  allowed  me  to  express  ray  views,  if 
the  Committee  has  any  questions  I  would  be  glad  to  answer  them. 


Respectfully  submitted, 


Gregory  Bulger 
Executive  Director 
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GUESTIONS  FOR  ffl,  BULGER 

HOT  IS  Tit  NCWttl>r  HOSPITAL  FACILITY  TO  YOUR  CENTER? 

HiERE  IS  THE  NCAREST  OUTPATIENT  FACILITY  IN  RELATION  TO  YOUR  aiNIC? 

IS  THERE  TRANSPORTATION  AVAILABLE  TO  THESE  FACILITIES?    If  SO,  WHAT  KIM)? 

DO  THESE  FACILITIES  ACCEPT  MEDICARE  AND  ffeDICAlD? 

ik.  (kxey  just  testified  that  in  many  cases  "the  corps  place*€nt 
simply  supplants  a  process  which  would  occur  under  natural  market 
forces."  And  we  have  also  heard  considerable  testimony  this  morning 
that  a  substantial  improvement  in  geographic  distribution  of  physicians 
has  occurred.  slnce  there  is  a  projected  surplus  of  physicians 
and  the  Boston  area  is  already  well-supplied,  what  recommendations 
can  you  mke  in  enhancing  the  attractiveness  of  your  area  to 
private  physicians? 

in  designating  your  area  as  a  rtdically  undfr served  area,  when  was 
the  last  time  that  your  petition  was  review  d  by  the  local  planning 
agency  and  by  the  etpariment  of  hcalth  and  hlman  services? 

Ffow  MANY  OF  THE  CORPS  tiMBERb  IN  YOUR  AittA  I  (AVI   STAYED  TO  DEVELOP 
THEIR  ON  PRIVATE  PRACTICES  AS  WAS  THE  ORIGINAL  INTENT  OF  PLACING 
A  CORP  MEMBER  IN  YOUR  CLINIC?    If  THEY  DIDN'T  STAY,  WY  NOT?  Is 
YOUR  CLINIC  COMPETING     WITH  THE  PLACEMENT  OF  A  PRIVATE  PRACTICE 
PHYSICIAN  AND/OR  CLINIC? 
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ADDENDUM 


MANPOWER  HEARING 


Answers  to  additional  questions 
not  asked  at  Hearing 


1.  The  nearest  hospital  ia  Carney  Hospital  in  Dorchester,  which  does 
have  an  outpatient  department.    The  hospital  is  four  miles  east  Of  the 
Health  Center.    However,  the  hospital's  outpatient  department  is 
presently  fully  utilized  and  it  was  in  an  effort  to  relieve  demand  for 
services  that  the  hospital  encouraged  the  development  of  ita  affiliated 
health  centers  such  as  Kattapan.    Given  that  the  Mattapan  neighborhood 
which  the  Health  Center  aerves  is  south  of  the  downtown  Boston  area,  the 
major  public  transportation  routes  run  north/south.    Thus  the  trip  to 
Carney  Hospital  involves  at  least  two  and  in  some  cares  three  different 
bus  connections  on  routes  that  run  quite  irregularly.    Depending  on 
these  schedules  the  trip  takes  one  to  two  houra.    Carney  Hospital  does 
accept  Medicare  and  Medicaid  patients. 

2.  Urban  areas  such  as  Mattapan  I  feel  will  continue  to  remain  un- 
attractive to  moat  private  physicians  primarily  because  of  the  economic 
mix  of  the  population  in  need  of  services  and  without  the  Health  Center 
and  the  National  Health  Service  Corps'  Programs,  Primary  Heslth  Care 
Services  would  not  be  available.    Even  though  the  supply  of  doctors 

has  increased,  the  great  majority  in  the  Boston  area  have  opted  to  pract 
ice  in  a  particular  specialty  and  are  not  providing  Primary  Health  Care. 
To  further  disjuade  the  few  physiciws  interested  in  Pri-viry  Care  the 
economic  makeup  of  neighborhoods  such  as  Mattapan  does  not  allow  them 
to  set  up  a  viable  practice.    Mattapan1  s  population  which  is  predominate 
ly  lower  and  lower -middle  class  just  cannot  provide  enough  revenue  for 
a  private  office.    Over  55X  of  the  population  is  considered  to  be  the 
working  poor  who  are  not  eligible  for  medicaid  and  who  have  no  insurance 
coverage.    Moat  of  the  uninsured  population  can  cfford  to  pay  only  a 
small  percentage  of  the  coat  of  Primary  Health  Care  Services.  Given 
the  situation,  any  private  practitioner  would  have  a  difficult  time 
generating  a  decent  income  to  support  himself. 

3.  The  Health  Planning  Council  of  Greater  Boston,  Health  Systems 
Agency  IV  in  Massachusetts  just  reviewed  our  Medically  Underserved  Area 
status  in  March,  1981  and  requested  that  the  Health  Center's  Health  Man- 
power Shortage  Area  status  be  upgraded  from  a  3  to  number  one  classifies 
tion  by  the  Department  of  Health  and  Human  Services.    Upon  reviewing 
that  request  the  Department  in  April  formally  changed  our  designation 
from  Health  Manpower  Shortage  Area  Three  to  Health  Manpower  Shortage 
Area  One. 
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Mr.  Grossman.  Thank  you. 

What  I  am  going  to  do  is  ask  each  one  of  you  one  of  Senator 
Hatch's,  questions  and  then  I  assume  we  will  submit  further  ques- 
tions to  each  of  you  for  your  answers  in  the  record,  and  I  also 
assume  that  other  Senators  will  also  have  questions  for  you  to 
answer  for  the  record. 

I  will  start  off  with  Dr.  Woolley.  What  recommendations  would 
you  make  to  enhance  the  attractiveness  of  the  rural  practice  to 
health  professionals? 

Dr.  Woolley.  That  is  a  very  large  question,  obviously. 

Mr.  Grossman.  I  understand. 

Dr.  Woolley.  The  major  problem  that  I  see  is  one  of  adequate 
training  and  preparation.  We  have  a  major  problem  that  rural  is 
not  necessarily  the  same  in  all  parts  of  even  our  State  or  any  other 
area  of  the  country.  Therefore,  we  need  to  train  physicians  differ- 
ently to  practice  in  different  areas. 

For  example,  if  you  have  a  person  training  in  a  fairly  typical 
eastern  family  practice  program — and  I  am  not  discouraging  east- 
ern family  practice  programs,  but  they  do  not  typically  emphasize 
obstetrics  or  surgery.  If  such  a  physician  goes  to  practice  in  a  small 
western  town  where  they  are  one  of  two  physicians  and  you  have  a 
small  hospital  that  operates  at  35  or  36  percent  occupancy,  the 
only  way  to  keep  the  doors  open  in  that  hospital  is  to  do  obstetrics 
and  surgery.  That  physician  is  forced  to  practice  a  private  medicine 
for  which  he  has  no  training.  So,  training  becomes  a  critical  issue. 

Second  is  financial;  the  Federal  Government  has  a  long  history 
of  making  nonurban  practice  financially  unattractive.  They  reim- 
burse on  medicare  and  medicaid  payments  at  a  lower  rate,  with  the 
perverse  notion  that  it  is  cheaper  to  practice  in  rural  areas  than  it 
is  in  urban  areas.  I  know  of  no  valid  data  to  support  that  conclu- 
sion. 

Physicians  in  rural  areas  have  specific  and  unusual  problems  as 
relates  to  continuing  education,  training,  and  so  forth.  The  burn- 
out issue  is  very  real.  I  do  not  think  that  the  same  standards  of 
physician-to-population  ratios  that  are  used  in  urban  areas  are  at 
all  appropriate  to  rural  areas.  You  simply  have  to  have  enough 
people  there  to  make  life  worth  living. 

Mr.  Grossman.  Thank  you. 

[Responses  to  additional  questions  to  Dr.  Hadley  follow:] 
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RESPONSES  TO  WRITTEN  QUESTIONS 


Ql.     I  Ail  IMPRESSED  WITH  YOUR  TESTIMONY  AND  ?EEL  YOUR  RESEARCH  IS  SUPPORTIVE 
OF  THE  COALS  OF  MY  BILL,  S.801.     ARE  THERE  AMY  SICNFICANT  CHANCES  THAT 
YOU  WOULD  PROPOSE  IN  RELATION  TO  S.801? 

A.       I  sufxjrt  the  goal  of  separating  the  NHSC  from  medical  education  financing. 
If  this  1*  done,  however,   I  believe  that  it   is  essential  that  an  adequately 
funded,  unsubsidized  loan  program  be  established  to  help  fianance  medical 
traini  ng. 

The  process  of  designating  shortage  areas  should  focus  primarily  on 
identifying  populations  with  both  poor  health  and  lov  use  of  medical  care. 
The  ratio  of  available  physicians  to  population  within  a  geographic  area 
should  be  deenphas ized  as  an  indicator. 

Greater  emphasis  should  be  given  to  developing  the  data  systems  needed 

both  to  designate  populations  as  eligible  for  the  receipt  of  Corps  personnel 

and  to  monitor  the  impact  of  the  Corps  on  the  use  of  services. 

Q2.     IN  REVISINC  THE  DESIGNATION  AND  NHSC  PLACEMENT  PROCESS  FOR  UNDERSERVED 
AREAS,   HOW  CAN  WE  TAXE  ACCOUNT  OF  AN  AREA'S  DEMAND  FOR  SERVICES  INSTEAD 
OF  ONLY  ITS  STATISTICALLY  DEFINED  NEEDS? 

A.       Taking  account  of  the  demand  for  services  only  makes  sense  if  the  goal 

of  the  NHSC  is  to  place  physicians  in  areas  which  are  financially  able  to 
support  additional  physicians  but  have  not  been  able  to  attract  them.  I 
believe  that  social  needs  will  be  better  served  by  concentrating  on 
communities  and  populations  unable  to  afford  additional  medical  care.  My 
research  suggests  that  populat ions  wi th  the  lowest  use  of  medical  care 
relative  to  need  (as  measured  by  mortality  rates)  elso  tend  to  have  lower 
incomes  than  other  population  groups.     Under  these  circumstances,.  I  don't 
think  that  measuring  the  economic  demand  for  services  should  be  given  high 
prior lty . 
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Q3      THE  GENERAL  ACCOUNTING  OFFICE  IS  CURRENTLY  CIRCULATING  A  DRAFT  REPORT 

ENTITLED-     "HEALTH  SERVICE  PROCRAH  NEED  ASSESSMENT  SHOULD  BE  APPROVED." 
THIS  REPORT  IS  HIGHLY  CRITICAL  OF  THE  FEDERAL  DESIGNATION  PROCESS  FOR 
UNDERSERVED  AND  SHORTAGE  AREAS  AND  YOU1  TESTIMONY  SEEMS  TO  INDICATE  YOU 
ACREE.     WHERE  DID  THE  FEDERAL  GOVERNMENT  GO  WRONG? 

A.      As  I  indicated  in  my  vritten  statement,   the  major  problem  has  been  an 

undue  emphasis  on  the  number  of  physicians  relative  to  population  in  an 
area.    The  designation  process  should  focus  on  the  use  of  servcies  relative 
to  need  (  poor  health).    Medicare  expenditures  per  enrollee  and  mortality 
data  are,   I  believe,  better  building  blocks  than  physician  availability. 


Q4      DO  YOU  FEEL  THE  NATIONAL  HEALTH  SERVICE  CORPC  HAS  BEEN  OF  SOME  VALUE  IN 
SOLVING  PROBLEMS  OF  PHYSICIAN  DISTRIBUTION? 

A        I  believe  that  it  has,  but  I  also  believe  that  its  contribution  could  be 
increased  by  shifting  its   focus  to  the  least  well-off  populations. 


Q5      IT  WOULD  BE  10CICAL  TO  ME  THAT  WHEN  A  SURPLUS  OF  PHYSICIANS  EXIST,  THEY 
DISPERSE  OUT  INTO  THE  TOWNS  AND  AREAS  WITH  LESS  POPULATION  AND  ALSO  LESS 
COMPETITION      I  ALSO  HAVE  ANECDOTAL  AND  SOME  STATISTICAL  EVIDENCE  THAT 
THIS  IS  TRUE.     HOWEVER,  GIVEN  THAT  WE  HAVE  JUST  ENTERED  THE  PERIOD  WHEN 
DOCTORS  WILL  BE  ENTERING  THE  MARKETPLACE  IN  HUGE  NUMBERS,   IS  IT  TOO  SOON 
TO  BE  ABLE  TO  ASSESS  THE  FULL  EXTENT  OF  THIS  PHENOMENA? 

A       Physician  supply  has  been  growing  rapidly  since  1970.    Thus,  I  believe  that  the 
process  is  well  under  way      Our  ability  to  measure  and  assess  its  magnitude 
is  hampered  primarily  by  the  lack  of  up-to-date  data  on  physicians'  earnings 
and  their  geographic  distribution  by  small  areas. 
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Mr.  Gro68Man.  Dr.  Hadley,  in  revising  the  designation  and  Na- 
tional Health  Service  Corps  placement  process  for  underserved 
areas  how  can  we  take  account  of  an  area's  demand  for  services 
instead  of  only  its  statisticallv-defined  needs? 

Dr.  Hadlky.  The  demand  for  services  in  the  absence  of  adequate 
financing  is  a  difficult  concept  to  identify.  I  think  that  is  the  rub 
that  is  causing  a  lot  of  the  confusion  about  the  role  of  the  Health 
Service  Corps.  I  think  it  relates  to  my  comment  about  there  being 
two  competing  and  different  objectives  which  one  could  impose  on 
the  Corps. 

If  the  objective  is  to  help  physicians  establish  private  practices  in 
communities  that  could  potentially  support  a  private  practitioner, 
then  I  presume  that  there  are  a  number  of  mechanisms  relating  to 
willingness  or  ability  to  pay  that  could  be  identified. 

If  the  objective  is  to  place  physicians  in  communities  that  do  not 
have  the  financial  resources  for  whatever  reason,  then  I  think  the 
demand  is  probably  closer  and  more  akin  to  the  need.  It  then 
becomes  imperative  to  establish  some  sort  of  outside  standard  as  to 
what  a  reasonable  level  of  the  need  is. 

Mr.  Grossman.  Thank  you. 

Mr.  Bulger,  one  of  the  original  purposes  of  the  National  Health 
Service  Corps  was  to  have  Corps  members  stay  in  the  aroa  after 
they  finished  their  obligated  service  and  develop  their  own  private 
practice. 

Have  any  of  the  Corps  members  in  your  area  of  Boston  done 
that?  If  they  have  not  stayed,  why  not?  Are  you  aware  of  any 
reasons  why  they  have  not? 

Mr.  Bulger.  Well,  I  think  the  great  majority  have  stayed  in  the 
sites  where  they  were  practicing.  As  I  said  earlier,  it  is  difficult 
sometimes  for  the  health  center  to  pick  up  the  full  salary  that  the 
National  Health  Service  Corps  is  picking  up  in  its  initial  commit- 
ment, given  the  fact  that  the  income  that  can  be  generated  by  the 
physician  really  is  not  adequate  without  other  grant  support  to 
provide  a  cushion  for  a  salary.  I  think  that  if  there  were  adequate 
grant  support  in  the  second  phase  of  commitment  or  placement- 
let  us  say  a  half  placement  that  would  be  funded— I  think  that 
would  be  very  helpful  to  centers  in  keeping  on  the  National  Service 
Corps  placements  for  a  second  term. 

Mr.  Grossman.  Thank  you. 

I  would  like  to  move  on  and  call  our  last  panel.  The  members  of 
this  panel  are  Dr.  Edward  Stemmler,  dean  of  the  college  of  medi- 
cine at  the  University  of  Pennsylvania,  and  a  representative  of  the 
Association  of  American  Medical  Colleges;  Dr.  Walter  C.  Bowie, 
dean  of  Tuskegee  Institute's  School  of  Veterinary  Medicine,  who  is 
representing  the  Association  of  Minority  Health  Professions 
Schools;  and  Dr.  E.  Hahvey  Estes,  professor  and  chairman  of  the 
community  and  family  medicine  department  at  the  Duke  Uni- 
versity School  of  Medicine.  He  will  be  speaking  about  primary  care 
needs. 

Dr.  Stemmler,  would  you  begin,  please? 
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STATEMENTS  OF  EDWARD  J.  STEMMLER,  DEAN,  UNIVERSITY 
OF  PENNSYLVANIA  SCHOOL  OF  MEDICINE,  PHILADELPHIA, 
PA.,  REPRESENTING  THE  ASSOCIATION  OF  AMERICAN  MEDI- 
CAL COLLEGES;  WALTER  C.  BOWIE,  DEAN,  TUSKEGEE  INSTI- 
TUTE SCHOOL  OF  VETERINARY  MEDICINE,  TUSKEGEE,  ALA., 
REPRESENTING  THE  ASSOCIATION  OF  MINORITY  HEALTH 
PROFESSIONS  SCHOOLS;  AND  E.  HARVEY  ESTES,  JR,,  PRO- 
FESSOR AND  CHAIRMAN,  DEPARTMENT  OF  COMMUNITY  AND 
FAMILY  MEDICINE,  DUKE  UNIVERSITY  SCHOOL  OF  MEDI- 
CINE, DURHAM,  N.C.,  A  PANEL 

Dr.  Stemmler.  Mr.  Grossman,  do  you  want  to  take  the  time  for 
an  oral  statement,  or  would  you  like  to  move  right  to  questions, 
because  we  would  be  pleased  to  submit  this  testimony  for  the 
record,  if  you  would  accept  it? 

Mr.  Grossman.  Well,  all  of  the  statements  will  be  accepted  for 
the  record.  You  might  wish  to  briefly  summarize  and  take  3  or  4 
minutes,  if  you  would  want  to. 

Dr.  Stemmler.  Well,  let  me  then  read  thv  prepared  oral  state- 
ment, although  I  would  request,  too,  that  a  larger  statement  which 
is  more  broad  and  all-encompassing  be  accepted  for  the  record  as 
well. 

Mr.  Grossman.  Each  of  your  full  statements  will  be  inserted  in 
the  record. 

Dr.  Stemmler.  Thank  you.  Mr.  Grossman. 

I  am  Dr.  Edward  J.  Stemmler,  dean  of  the  University  of  Pennsyl- 
vania School  of  Medicine.  I  am  here  to  represent  the  point  of  view 
of  the  Association  of  American  Medical  Colleges. 

Given  the  time  limits,  I  will  restrict  my  comments  to  a  synopsis 
of  the  association's  key  concerns,  but  request  that  the  more  lengthy 
explication,  as  I  said,  of  our  position  be  entered  into  the  hearing 
record. 

Clearly,  the  country  is  deeply  engaged  in  an  examination  of  the 
economic  constraints  within  which  this  Nation  must  operate  Cen 
tral  to  this  exercise  is  the  question  of  the  appropriate  role  of  the 
Federal  Government  in  the  host  of  activities  perceived  as  necessary 
to  sustain  or  improve  our  Nation's  social  condition 

Let  me  summarize  why  the  AAMC  believes  that  the  Federal 
participation  in  the  complex  enterprise  of  medical  education  repre- 
sents an  appropriate  as  well  as  an  important  utilization  of  Federal 
resources.  The  paramount  fact  is  that  the  quality  of  medical  care 
received  by  the  people  of  this  Nation  is  ultimately  dependent  upon 
the  excellence  of  the  education  received  by  medical  students  Fur- 
thermore, the  international  preeminence  of  the  United  States  in 
biomedical  and  behavioral  research  is  directly  related  to  the  excel- 
lence of  the  educational  institutions  in  which  many  American  sci- 
entists conduct  their  research.  I  must  say  it  is  nice  to  be  first  in 
something.  The  continuation  and  enhancement  of  this  superb 
record  of  innovation  and  creativity  is  vital  to  our  Nation's  future. 
Finally,  Government  investment  in  these  educational  institutions 
in  the  recent  past  has  unequivocally  confirmed  their  value  as 
instruments  of  change  in  the  immediate-  and  long-range  implemen 
tation  of  national  health  policy. 

Federal  participation  in  the  support  of  medical  education  has 
served  the  people  of  this  Nation  productively  and  should  not  be 
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abandoned.  The  reauthorization  of  the  basic  health  manpower  pro- 
grams currently  in  force  is  now  more  necessary  than  ever,  Medical 
schools  and  affiliated  teaching  hospitals  will  in  the  next  few  years 
be  faced  with  unprecedented  financial  stresses  that  could  compro- 
mise the  very  existence  of  some.  Our  institutions  are  dependent 
upon  many  revenue  streams  intermixed  from  a  large  and  diverse 
number  of  sources,  many  of  which  are  highly  insecure.  The  loss  of 
any  one  or  group  of  these  cannot  necessarily  be  made  up  by  others. 

Now,  first  let  me  discuss  student  assistance.  Two  basic  assump- 
tions underlie  the  AAMC's  position  on  the  future  of  student  aid 
programs.  The  first  is  that,  in  view  of  their  high-income  potential, 
all  but  the  most  severely  disadvantaged  students  should  ultimately 
be  responsible  for  financing  a  significant  portion  of  their  medical 
education.  The  second  is  that  the  cost  of  obtaining  a  medical  educa- 
tion is  becoming  almost  prohibitive  for  the  average  individual. 
Absent  a  reasonably  comprehensive  portfolio  of  financial  aid  pro- 
grams, the  opportunity  to  secure  an  M.D.  degree  will  be  limited  to 
only  the  affluent;  that  is,  those  who  are  accustomed  to  and  comfort- 
able with  the  notion  of  borrowing  to  achieve  some  future  gain. 

Therefore,  the  association  hopes  that  you  will  join  us  and  snare 
our  priorities  that  accord  student  assistance  the  highest  impor- 
tance in  the  development  of  a  new  statute.  We  advocate  that  the 
new  statute  provide:  An  appropriately  balanced  set  of  student  as- 
sistance programs  for  all  qualified  students  seeking  access  to  medi- 
cal education,  regardless  of  their  economic  status;  manageable  debt 
repayment  options,  in  recognition  of  the  economic  reality  that 
initiation  of  repayment  of  loans  is  virtually  impossible  during 
school,  residency,  and  a  serious  hardship  in  the  very  early  years  of 
practice;  and  an  expanded  opportunity  for  students  to  repay  their 
indebtedness  through  loan  forgiveness  programs. 

The  association  is  disappointed  to  observe  the  disparity  between 
these  specifications  and  the  proposals  currently  embodied  in  S.  799. 

The  scholarship  program  for  students  in  exceptional  financial 
need— a  program  that  has  helped  many  economically  disadvan- 
taged young  men  and  women  to  become  physicians— is  terminated. 

Neither  S.  799  nor  S.  801  offer  any  substitute  for  the  substantial 
funds  now  available  in  scholarship  support  that  will  disappear 

gradually  over  the  next  3  years  under  the  proposed  change  in  the 
ational  Health  Service  Corps  scholarship  program.  The  adverse 
impact  of  this  loss  without  any  offsetting  replacement  cannot  be 
overstated. 

The  failure  to  continue  the  capitalization  of  the  health  profes- 
sions student  loan  program,  a  campus-administered  student  loan 
program  with  a  modest  Federal  subsidy  that  has  been  extraordi- 
narily cost  effective  in  assisting  needy  students  to  complete  their 
education,  is  also  very  distressing  in  the  face  of  the  rapidly  rising 
costs  of  attending  medical  school. 

The  cumulative  impact  of  these  deletions  would  make  the  HEAL 
program,  at  its  very  high  interest  rates,  the  mcgor  vehicle  for 
student  assistance.  On  Monday,  the  rate  of  Treasury  bills  again 
exceeded  16  percent.  Moreover,  even  HEAL  borrowing  is  limited  by 
the  low  authorization  ceilings — a  puzzling  proposal  since  the  cost  of 
this  program  to  the  Gov<  ~ment  is  negligible. 
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The  association  is  deeply  concerned  that  enactment  of  the  limit- 
ed  student  assistance  provisions  of  this  bill  would  constitute  disin- 
centives to  students  to  undertake  careers  in  primary  care  or  to 
practice  in  underserved  areas  and  fears  that,  in  the  long  term, 
upward  pressures  on  health  care  costs  would  be  created. 

The  limited  access  and  high  cost  of  HEAL  loan  money  for  stu- 
dents could  be  additionally  and  severely  exacerbated  by  some  of 
the  extant  proposals  for  reforming  the  guaranteed  student  loan 
program  administered  by  the  Department  of  Education. 

Let  me  discuss  institutional  support  briefly.  The  AAMC's  views 
on  this  program  are  well  known.  While  currently  the  amount 
allocated  to  each  medical  school  is  computed  on  the  basis  of  stu- 
dent population,  we  emphasize  that  it  is  not  primarily  a  form  of 
student  subsidy.  Institutional  support  is  utilized  for  the  stabiliza- 
tion of  the  medical  center's  entire  mission,  including  service  and 
community  outreach  programs  through  discretionary  interventions. 

The  termination  of  institutional  support  proposed  by  this  bill  is, 
of  course,  of  grave  concern  to  our  constituents.  Institutional  sup- 
port, small  as  it  is,  is  the  only  accessible,  uncommitted  money 
available  to  many  schools.  The  true  value  of  these  funds  exceeds  by 
far  their  actual  magnitude.  They  constitute  the  only  source  of 
funds  to  develop  new  and  innovative  programs  and  to  meet  unex- 
pected contingencies  and  emergencies  caused  by  the  vagaries  in  all 
forms  of  support. 

Now,  the  association  would  like  to  reiterate  one  important  point, 
and  that  is  that  the  medical  schools  of  this  Nation  have  been  and 
can  continue  to  be  powerful  instruments  of  change.  Remember, 
there  are  only  126  of  them.  Not  a  single  problem  identified  by 
Government,  be  it  the  need  for  expanded  enrollment,  to  improve 
geographic  distribution  of  physicians,  to  emphasize  primary  care, 
or  to  reorient  medical  practice  to  family  medicine,  had  its  solution 
initiated  within  the  Government.  Almost  all,  with  the  possible 
exception  of  the  HMO's,  were  innovations  conceived  in,  and  imple- 
mented on  an  experimental  basis  by,  this  country's  schools  of  medi- 
cine or  in  the  private  sector. 

Many  of  these  creative  developments  by  the  schools  would  not 
have  been  possible  without  Federal  institutional  support  funds  that 
served  to  focus  the  attention  of  our  faculties  on  the  importance  of 
the  social,  in  addition  to  the  scientific  and  technical  dimensions  of 
medical  education.  In  the  AAMC's  opinion,  this  country  has  reaped 
enormous  benefit  from  a  small  investment  of  public  funds  in  this 
program,  and  we  regret  that  this  bill  fails  to  continue  this  support. 

I  will  not  read  the  remaining  testimony  which  relates  to  the 
other  provisions,  other  than  to  point  out  our  support  for  the  special 
projects  which  must  be  identified  as  national  priorities  and  sup- 
ported appropriately.  The  AAMC  would  also  note  that  in  the  ab- 
sence of  institutional  funds  to  help  cover  the  costs  of  those  special 
projects,  its  constituents  have  grave  concerns  about  their  ability  to 
carry  them  out  as  you  intend. 

So,  in  summary,  S.  799,  on  balance,  leaves  much  to  be  desired. 
The  AAMC  would  be  pleased  to  work  with  the  committee  in  the 
modification  of  its  initial  proposal  along  lines  that  we  believe  have 
earned  public  support,  even  in  the  stringent  economic  climate  of 
these  present  difficult  times. 
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Thank  you,  Mr.  Grossman. 

(The  prepared  statement  of  the  Association  of  American  Medical 
Colleges  follows:]  ' 
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Statement  of  the 
Association  of  American  Medical  Colleges 

on 

The  Health  Professions  Educational 
Assistance  &  Nurse  Training  Act  of  1981 
(S.  799) 


The  Association  of  American  Medical  Colleges  (AAMC)  is 
pleased  to  h*ve  this  opportunity  to  share  with  the  Committee  its 
view,  on  S.799,  "The  Health  Professions  Educational  Assistance 
&  Nurse  Training  Amendments  of  1981."  The  interest  of  the 
Association  in  this  legislation  is  self-evident.    Since  its 
founding  in  1876,  the  AAMC  has  steadily  expanded  its  horizon, 
so  that  today  it  represents  the  whole  complex  of  individual 
organizations  and  institutions  charged  with  the  undergraduate 
and  araduate  education  of  physicians.    It  serves  as  the  naticnal 
voice  for  the  126  U.S.  accredited  medical  schools  and  their 
students;  more  than  400  of  the  major  teaching  hospitals;  and  over 
70  academic  and  professional  societies  whose  members  are  engaged 

on  an  everyday  basis  in  the  activities  teaching,  research  and 

patient  care  that  in  the  aggregate  constitute  medj.ca*  education. 


Submitted  to  the  Senate  Committee  on  Labor  and  Human  Resources. 
April   7  ,  1931. 

Suite  200/ On •  Oupoot  Circle,  N  W  /Washington.  0  C  20036/(202)  828-O4O0 
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JUSTIFICATION  OF  FEDERAL  SUPPORT  OF 
 MEDICAL  ECUCATION 

Prior  to  al.cu..ing  it.  .pacific  program  recommendation.,  the 
AAJC  believe,  it  is  nece..ary  to  outline  it.  view,  on  the  .upport 
of  medical  education. 

in  reviewing  recent  development! ,  the  AAMC  he.  been  impreeeed 
with  the  need  for  end  justifiability  of  mar.h.lling  .upport  from 
all  pertie.  who  benefit  from  medical  education.    Student,  benefit 
from  preparation  to  enter  a  well  remunerated  prof.ion.  Tho.e 
who  would  place  the  entire  burden  of  the  co.t  of  the  education  on 
the  .tudent  do  not  appreciate  that,  in  addition  to  their  own  living 
exp.n.e.  and  foregone  earning.— opportunity  co.t.—  ,  each  would 
have  to  bear  in.titutional  educational  co.t.  that  currently  average 
«>r.  than  J20.000  per  year.    A  burden  of  thi.  magnitude  would  .urely 
re.trict  the  profe..ion  of  medicine  to  individual,  from  high  Income 
families. 

The  extraordinary  commitment,  of  the  .tate.  to  medical 
eduction  indicate  the  recognition  of  the  importance  of  medical 
.chool.  to  them.     In  academic  year  1978-79,  .tate  .upport  of  public 
m.dlc.1  .chool.  totaled  $1,001  billion  and  the.e  juri.dict.  ,s 
provided  an  additional  179  million  to  private  .chool.j  the.e 
amount,  account  for  about  38»  of  the  total  operating  revenue,  of 
the  nation',  medical  .chool..    The  .tate.  have  borne  and  are  bearing 
an  unu.ually  large  .hare  of  the  re.pon.ibility  for  financing 
medical  education. 
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Nov,        in  the  past,  the  school*  stake  their  clsia  on  Federsl 
resources  on  yj«  fact  that  they  are  a  national  resource,  engaged 
to  s  t\qr  "ficsnt  degree  in  public  service  activities  thst  impsct 
on  the  whole  nation  and  thus  merit  Federsl  subsidy.    At  this  tine, 
the  country  is  currently  extremely  sensitive  to,  snd  deeply  engaged 
in,  an  examination  of  the  sconoaic  constraints  within  which  this 
nstion  must  operste,  both  domesticslly  *nd  abrosd.    Centrsl  to 
this  exercise  is  an  intense  scrutiny  of  the  entire  spectrum  of 
programs  which  realisticslly  deserve  federsl  support.    Thus,  the 
following  points  need  to  be  made  in  support  of  the  schools'  clsim 
thst  Federal  resources  are  warranted! 

e    The  health  needs  of  citizens  throughout  the  country  are 
served  by  a  system  of  medical  education  thst  uniformly 
produces  highly  competent  physicians,  based  on  nationsl 
stsndsrds  and  thus  wsrranting  nstioual  support, 
e    The  high  degree  of  geographic  mobility  of  physicians 

imbues  them  with  the  character  of  a  national,  rather  than 
local,  resource  snd  justifies  Federal  subsidization  of 
the  schools  which  provide  their  education, 
e    Medical  education  requires  subsidy  because  it  is  far 
more  expensive  than  most  other  graduate  or  professional 
educstion  programs,  and  is,  in  practicsl  terms,  beyond 
the  economic  reach  of  many  able,  altruistic  and  well 
motivated  students, 
e    The  Federal  Government  entered  into  a  partnership  with 
medical  schools  to  achieve  <  ojomonly  agreed  upon  public 
pui^oses,  the  accomplishment  an**  maintenance  of  which 
require  continuing  mutual  commitment. 
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•  The  preeminent  international  stature  the  United  States 
enjoys  in  biomedical  and  behavioral  research  is  directly 
related  to  the  excellence  of  the  educational  institutions 
in  which  many  of  our  country's  scientists  conduct  their 
research.    The  continuation  and  enhancement  of  this  superb 
record  of  innovation  and  creativity  is  vital  to  our 
nation* s  future. 

•  Past  government  investment  of  only  a  small  fraction  of 
the  nation's  health  budget  in  these  educational  insti- 
tution* has  demonstrated  their  value  as  instruments  of 
change  in  the  immediate  and  long-range  implementation 
of  national  health  policy. 

SPECIFIC  PROGRAM  RECOMMENDATIONS 

Student  Assistance 

Ratirmain  CflE  ***c  Position 

Prior  to  addressing  the  specifics  of  the  student  aid 
proposals  advanced  by    S.799,  it  is  necessary  to  outline  the 
$*«ic  rationale  upon  which  the  Association's  views  on  the  future 
of  student  aid  is  predicated: 

•  In  view  of  their  future  high  income  potential,  all 
but  the  moat  economically  disadvantaged  students 

and  their  families  should  ultimately  bear  responsibility 
for  financing  a  significant  portion  of  their  medical 
education  thr  ugh  direct  payment,  loan  repayr  jnt  or 
service  payback. 
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The  coit  of  obtaining  a  medical  education  is  becoming 
almost  prohibitive  for  the  average  individual.  Tuitions 
have  increased  dramatically  over  the  past  decade.  In 
private  schools,  the  average  first-year  tuition  has 
increased  from  $1,050  in  academic  year  1960-1961  to 
$7,910.    Over  this  same  epoch,  the  median  first  year 
tuitions  in  public  schools  have  grown  from  $498  for 
residents  to  $2,070  and  from  $830  to  $4,118  for  non- 
residents.   Without  a  reasonably  comprehensive  set  of 
aid  programs,  the  opportunity  to  secure  an  H.D.  degree 
will  be  limited  to  only  those  fortunate  enough  to  occupy 

the  upper  economic  levels  of  our  society  those  who  are 

more  accustomed  to  the  notion  of  investing  large  sums 
for  a  future  return. 

ee    The  period  of  training  for  an  adequately 
educated  physician  is  long  and  arduous, 
usually  encompassing  a  span  of  no  less 
than  seven  and  often  several  more  years. 

ee    The  medical  school  currxculum  is  so  rigorous 
and  demanding  as  to  make  outside  employment 
to  defray  expenses  virtually  impossible 
during  most  phases. 

ee    Medical  students  who  finance  their  education 
through  borrowing  are  faced  with  the  prospects 
of  high  and  rapidly  rising  de'ots.    The  average 
debt  of  students  with  indebtedness  who  graduated 
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in  1980  was  $17,200,  up  sharply  and  continuing 
to  rise  as  tuition  and  living  costs  increase. 

•    The  future  of  other  forms  of  aid  upon  which  medical 
■tudents  have  traditionally  relied  is  now  increasingly 
in  doubt,  particularly  in  light  of  the  Administration's 
proposals  to  cut  the  very  valuable  Guaranteed  Student 

Loan  (GSL)  Program.     In  academic  year  1979-1980, 
'35,183  medical  students  155.1%  of  all  medical  students) 

received  aid  under  this  program,  which  provided  70.5% 

of  all  loans  to  these  individuals. 

Criteria  for  Student 

A  careful  analysis  of  the  above  factors,  in  light  of  the 
prevailing  economic  climate,  has  led  the  Association  to  conclude 
that  student  assistance  is  its  highest  priority  and  most  urgent 
recommendation  in  the  development  of  new  authorizing  legislation. 
It  is  iterative  that  the  Congress  enact  into  law  an  appropriately 
balanced  portfolio  of  programs  designed  to  meet  the  needs  of  all 
qualified  students  seeking  access  to  a  medical  education  regardless 
of  economic  status.     Such  a  structure  should  encompass:  scholarships 
tor  the  most  disadvantaged  students;  subsidized  loans  for  students 
with'  substantial  needs;  and  market  rate  loans  for  the  financially 
able. 
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The  characteristic!  to  be  built  into  these  programs  obviously 
merit  careful  attention.     Perhaps  the  most  important  is  the  assurance 
of  availability  of  assistance.    The  enormous  difficulties  and 
uncertainties  that  have  ensued  due  to  oscillations  in  the  availability 
of  student  aid  in  the  last  year  are  very  undesirable  and  worked 
severe  hardships  on  the  students  and  the  schools.    The  recent  ups 
and  downs  of  the  HEAL  Program,  with  which  the  members  of  this 
Committee  are  all  too  familiar,  are  illustrative  of  this  Point. 
Once  students  have  gained  acceptance  into  medical  school ,  they  should 
be  able  to  pursue  their  education  with  reasonable  certainty  that 
assistance  will  be  available  until  graduation.     Several  other  criteria 
are  in.rinsic  to  a  well  designed  and  cost  effective  assistance  struc- 
ture.   The  Association  maintains  that  future  student  aid  programs 
should  reflect  the  lessons  of  past  experience  and  thus  should: 

e    Establish  manageable  debt  repayment  options  in  recognition 
of  the  economic  reality  that  initiation  of  repayment  of 
loans  is  virtually  impossible  during  undergraduate  and 
graduate  medical  education  and  may  be  a  serious  hardship  during 
the  very  early  years  of  practice  when  gross  income  is 

offset  by  the  hiah  expenses  associated  with  startma 
up  a  practice.    This  situation  will  worsen  as  incomes 
are  reduced  by  regulation  and/or  greater  competition  with 
the  increasing  numbers  of  physicians  entering  practice. 
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•    Award  assistance  on  the  basis  of  need preferably  at 

the  discretion  of  the  financial  aid  officer  at  each  medical 
school.    It  is  crucial,  particularly  during  the  current 
economic  climate,  that  the  limited  financial  resources 
available  be  distributed  in  the  most  cost-effective  manner. 
Given  the  diversity  of  individual  needs  and  circumstances 
and  the  complexities 'of  the  various  aid  programs,  the 
school  financial  aid  officers  are  the  most  qualified 
individuals  to  make  these  determinations. 

•    Expand  opportunities  for  students  to  repay  their  indebted- 
ness through  loan  forgiveness.    The  present  provision  for 
loan  forgiveness  has  been  oversubscribed.    The  Association 
believes  that  service  as  a  means  of  repayment  will  become  an 
attractive    alternative  to  many  students  as  their  level 
of  indebtedness  increases  as  well  as  more  cost  effective 
for  the  government  than  the  National  Health  Service  Corps. 
Loan  forgiveness  has  the  added  advantage  of  not  forcing 
students  to  make  premature  career  choices  of  specialty. 

The  Association  must  weigh  student  aid  proposals  in  light  of 
their  potential  to  meet  these  important  criteria. 

Student  Aid  Provisions  of  S.799 

Because  of  these  factors,  the  AAMC  finds  the  student  aid 
structure  envisioned  by  S.799  to  be  of  questionable  wisdom  from 
the  perspective  of  all  concerned— the  students,  the  schools, 
and  the  Nation.     In  essence,  the  bill  would  circumscribe  the  current 
portfolio  of  assistance  programs  available  to  medical  students  under 
the  health  manpower  statute.    The  cumulative  impact  of  this  would 
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be  to  make  increasing  numbers  to  rely  solely  on  the  Health 
Educational  Assistance  Loan  (HEAL)  Program  as  the  major  vehicle 
for  aid.    The  Association  would  view  this  eventuality  as  short- 
sighted in  terms  of  the  country's  social,  medical  and  economic 
policies  and  responsibilities  and  suggests  that  the  Committee 
seriously  consider  the  long-term  consequences  of  adopting  such 
a  policy.    While  the  Association  views  on  the  specifics  of  the 
proposed  student  aid  programs  are  discussed  below,  it  wants  to 
highlight  one  primary  recommendation:    that  members  of  this 
Committee  throughly  examine  the  failure  of  the  bill  to  continue 
funding  for  those  programs—or  to  establish  new  mechanisms— 
designed  to  aid  the  most  needy  students ,  the  Exceptional  Financial 
Need  (EFN)  Scholarship  Program  and  the  Health  Professions  Student 
Loan  (HPSL)  Program. 

The  bill  proposes  to  retain— —at  approximately  its  current 
level— -the  successful  special  project  grant  program  which  is 
designed  to  encourage  the  application  of  minority  and  low  income 
students  to  medical  schools.    Yet  the  proposal  does  not  provide 
substantive  loan  or  scholarship  assistance  for  these  students  to 
actually  pursue  a  medical  education.    Without  sufficient  access 
to  funds  on  reasonable  terms,  minority  and  low  income  students 
will  be  unable  to  realistically  consider  the  prospect  of  becoming 
physicians.     Adoption  of  the  proposal  advanced  by  S.799  would 
guarantee  this  outcome  and  give  credence  to  the  unfortunate 
but  popular  belief  that  a  medical  education  can  only  be  achieved 
by  the  affluent    that  is,  those  who  are  accustomed  to  and  comfortabla 
with  the  notion  of  investing  large  sums  for  a  futui  i  return. 
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; 

Moreover,  the  Association  is  deeply  concerned  that  enactment  of 
the  bill's  limited  studsnt  assistanca  provision*  would  constituts 
disincentives  to  students  to  undertake  csrssrs  in  primary  cars 
or  to  practics  in  underssrved  arsas  and  fsars  that  in  tba  long- 
term,  upward  prsssursa  on  hsalth  cars  costs  would  be  created. 

Outlinsd  below  ars  ths  AAMC's  views  on  the  specific  programs 
addressed  by  S.799. 

Exceptional  Financial  Need  (ETN)  Scholarship  Programs 

The  AAMC  believes  that  the  high  costs  involvsd  in  training 
physicians  mandata,  as  a  mattsr  of  public  policy,  that  spscific 
provisions  be  mads  to  insurs  that  svsn  the  most  sconomically 
diaadvantagsd  studsnts  not  be  denied  access  to  a  health  professions 
career  for  financial  reasons.    Therefore,  the  Association  dssply 
regrets  and  strongly  opposss  ths  tsrmination  of  the  EFN  Scholarship 
Program  envisioned  by  £.799.    This  Program  has  snabled  the  medical 
schools  to  admit  a  socioeconomics lly  heterogeneous  cohort  of 
studsnts  and  has  helped  to  limit  the  degree  to  which  access  to  a 
career  in  medicine  has  become  a  privilege  of  only  the  more  affluent. 
In  academic  year  1979-1980,  this  Program  permitted  340  needy 
students  to  attend  medical  schools.    The  eliaibility  criteria 
for,  this  program  ars  extremely  stringent;  until  last  summer,  it 
was  restricted  to  those  students  with  absolutsly  no  resources. 
This  definition  of  need  was  redefined  last  '/ear  as  possession 
of  the  lesser  of  $5,000  or  half  the  annual  student  cost  of 
attending  school.    Ths  Association  is  hard  presssd  to  understand 
the  rationale  for  eliminating  a  d  to  such  disadvantaged  students 
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and  strongly  believes  that  it  must  be  retained  or  a  substitute 
mechanism  provided. 


Tha  Association  it  puzzled  by  tha  decision  not  to  continue 
capitalization  for  the  HPSL  Program  in  light  cf  its  success  from 
tha  viewpoint  of  both  tha  students  and  tha  schools.    Tha  1978 
Raport  of  tha  AAMC  Task  Forca  on  Studant  Financing  found  that  the 
HPSL  Program  was  an  important  factor  in  minimizing  tha  dabt  burden 
on  economically  disadvantaged  students  and  concluded  thatt 

"The  HPSL  program  will  help  insure  that  the  consequences 
of  the  apparent  Federal  policy  of  having  medical  students 
pay  for  a  larger  share  of  their  educational  costs  does 
not  fall  disproportionately  upon  tha  economically  disad- 
vantaged student,  therefore  effectively  further  limiting 
access  to  medical  school  for  these  students." 
Kb  noted  in  its  discussion  of  the  EFN  Scholarship  Program,  the  AAMC 
deeply  regrets  and  strongly  opposes  the  proposed  elimination  of 
assistance  proa rams  to  this  cohort  of  needy  students.    The  Association 
la  also  particularly  disturbed  by  the  decision  not  to  continue 
appropriations  for  a  loan  program,  particularly  one  whose  unique 
features  have  combined  to  establish  it  as  a  cost 
eff%ctive  aid  mechanism  from  the  perspective  of  all  parties 

concerned  the  students,  the  schools  and  the  Federal  Government. 

This  program: 

e    Permits  aid  to  a  substantial  number  of  students  who  are 


Health  Professions  student  Loan  (HPSL)  Program 


in  exceptional  need  but  are  unable  to  secure  awards 


under  the  Exceptional  Financial  Heed  (EFN)  Scholarship 
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Program  for  on*  reason  or  Another,  i.e.,  are  not  in 

their  first  year  of  school- — but  are  hesitant  to  assume 
burdensome  HEAL  loans.    For  academic  years  1978-1979 
and  1979-1S80  respectively,  awards  to  9,808  and  7,646 
medical  students  were  made  under  this  program. 

e    Recognizes  the  unique  needs  of  and  the  range  of  economic 
circumstances  presented  by  each  student  by  providing 
financial  aid  officers  with  the  flexibility  necessary, 
to  assemble  student  aid  packages  to  fit  individual 
requirements. 

e    Authorizes  funds  received  in  repayment  of  loans  by  past 
borrowers  to  be  utilized  for  new  loans  to  needy  students. 
While  this  program  is  still  young  and  repayments  are  just 
beginning  to  approach  steady  state  conditions,  its  reauthoriza- 
tion will  eventuate  in  at  least  a  partially  self-sustaining, 
cost-effective  means  of  financing  aid  to  needy  students  that 
is  sound  from  both  an  economic  and  public  policy  perspective 

e    Provides  a  partial  loan  forgiveness  option  that  serves 

as  an  affective  device  to  attract  physicians  to  underserved 
,  areas. 

Finally,  the  AAMC  would  like  to  express  its  support  for  the 
decision  to  permit  the  revolving  funds  to  remain  in  the  schools 
until  FY  1986  as  &  highly  cost-effective  means  of  student  financing. 
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Health  Education  Assistance  Loan  (HEAL)  Program 

S.799  propones  to  retain  the  HEAL  Program  established  under 
P.L.  94-484  at  a  level  considerably  below  its  present  authorization 
ceiling.    The  Association  has  long  regarded  the  HEAL  Program  as 
one  of  last  resort  because  of  the  enormous  indebtedness  burden 
incurred.    However,  in  view  of  the  growing  costs  of  medical 
education  and  the  vagaries  in  othfcr  forms  of  student  aid,  the  MMC 
believes  that  this  ceiling  should  be  expanded,  particularly  in  ^iew 
of  the  fact  that  the  risks  and  costs  to  the  government  are  minimal. 

As  noted  above,  the  enthusiasm  of  the  Association  for  this 
Program  has  been  tempered  because  of  the  huge  debt  burden  that 
current  interest  rates  presage.    Assuming  that  the  loan  was 
negotiated  on  a  fixed  rate  basis,  a  student  borrowing  §10,000  a 
year,  or  $40,0C0  aggregate  under  current  ratos  of  approximately 
18%  (the  bond  equivalent  ^f  a  91  day  Treasury  bill  plus  3.5%) 
would  be  liable  to  repay  a  total  of  $188,860  over  the  minimum 
ten  year  repayment  period  or  $1,574  per  month  for  120  ninths, 
sometimes  starting  even  before  completion  of  residency  training. 

The  AAMC  would  like  to  express  its  support  for  the  provisions 
of  S.799  designed  to  ease  the  Program**  repayment  burden  and  increase 
the  flexibility  and  accessibility  of  these  loan  funds  by: 

e    Increasing  the  potential      u*i  and  aggregate  borrowing 

limits  to  $20,000  and  $8f,Otn  respectively; 
e    Removing  the  remaining  eligibility  restrictions  on 

HEAL  borrowers  the  stipulation  that  no  more  than 

50%  of  each  school's  students  can  receive  HEAL  loans; 
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•  Providing  for  a  graduated  repayment  option; 

•  Allowing  deferral  of  repayment  on  both  the  principal 
and  interest  during  specified  periods  of  education , 
training  and  national  service. 

While  the  Association  endorses  these  modifications,  i^  urges  that 
the  Committee  make  further  efforts  to  lessen  the  costly  repayment 
requirements  that  fall  upon  HEAL  borrowers ,  by; 

•  Extending  the  deferral  of  repayment  until  completion 
of  periods  of  national  service  and  graduate  medical 
education.    The  Association  believes  that  this  would; 

ee    facilitate  better  debt  management  by  permitting 
borrowers  to  defer  repayment  until  they  are  in 
a  more  realistic  economic  position  to  do  so. 
Several  residency  programs  now  demand  periods 
of  training  of  five  or  more  years. 

ee    act  to  reduce  disincentives  for  young  physicians 
to  serve  in  shortage  areas. 

ee    not  lead  to  a  significant  increase  in  the 
Government's  expenditures  for  this  programs. 
Since  HEAL  is  not  a  Federally  subsidized 
program,  the  costs  to  the  Government  of  such 
an  improvement  would  be  minimal. 

Finally,  the  AAMC  would  like  to  stress  that  the  high  debt 
burden  that  a  student  could  incur  under  this  Program  has  highly 
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undesirable  economic  and  social  consequences  particularly  in 
view  of  the  possibility  that  adoption  of  S.799  would  leave  the 
majority  of  medical  students  no  choice  but  to  obtain  these  loans. 
Members  of  the  Committee  should  beware  that  high  levels  of 
indebtedness: 

•  May  be  a  strong  disincentive  for  physicians  to  enter 
practice  in  primary  care  in  rural  and  inner-city  areas 
where  they  are  most  needed  because  these  practice  modes 
and  areas  are  less  likely  to  produce  the  necessary 
income  to  repay  those  debts. 

•  Could  have  a  chilling  effect  upon  the  choice  of 
medicine  as  a  career  by  minority  and  financially 
disadvantaged  students. 

•  Could  result  in  additional  "pass  through"  costs 
to  the  consumer  and  exacerbate  the  spiraling 
inflation  of  health  care  costs. 

The  AAMC  believes  that  these  potential  problems  merit  serious 
attention  by  the  Congress. 
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Institutional  Support 


A  variety  of  cogent  arguments  may  be  advancad  to  justify 
general  Fadaral  support  to  tha  institutions  engagtd  in  medical 
education.     One  major  them a  is  that  tha  Federal  Govern- 
ment, as  an  important  beneficiary  of  the  process,  both  :.n  it? 
own  right  and  as  an  agent  for  the  general  public,  should  assume 
its  fair  share  of  the  unusually  costly  process.    The  Congress 
appears  to  have  shared  this  conviction  in  1971  and  at  that  time 
requested  the  Institute  of  Medicine  (IOM)  to  assess  tht  true 
costs  of  medical  education  and  to  recommend  what  would  constitute 
a  fair  shart  for  the  Fedtral  Government  to  underwrite.    The  report 
of  the  carefully  crafted  IOM  study  concluded  that  an  appropriate 
Federal  shart  would  be  about  a  third  of  the  education  program 
costs.    The  Association  found  the  XOM  study  well  documented  and 
persuasively  argued  at  the  time  of  its  publication,  and  can 
identify  nothing  that  has  subsequently  happened  to  invalidate 
the  arguments  or  rtduce  the  force  of  the  conclusions.     A  GAO 
Report  in  1978  found  institutional  support  was  used  effectively 
and  for  some  institutions  was  critical  to  their  fiscal  stability. 

The  cltar  trends  in  Congressional  action  on  this  issue 
since  the  publication  of  the  IOM  Report  have  been  to  specify  in 
even  greater  detail  what  a  school  must  do  to  receive  a  progressively 
dwindling  award.    While  education  costs  have  nearly  doubled,  the 

per  capita  grant  fell  from  $2,065  in  FY  19  72  barring  rescissions—, 

to  about  $315  in  1972  dollars  this  year.    This  is  the  Federal 
contribution    o  the  support  of  institutions  that  have  served  as 
powerful  instruments  of  social  change.     Not  a  single  mechanism 
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advocated  by  the  Government  be  it  to  expand  medical  school 

enrollment,  to  iaprove  geographic  distribution  of  physicians  to 
emphasize  primary  care,  to  reorient  medical  practice  to  family 

medicine  originated  within  the  Government.    Almost  all*  with 

the  possible  exception  of  HMO's,  were  innovations  conceived  in 
and  implemented  on  an  experimental  basis  by  this  country's 
schools  of  medicine. 

This  very  minimal  Government  investment  in  these  institutions 
has  unequivocally  yielded  a  high  return  in  immediate  and  long- 
range  public  benefits  and  has  confirmed  the  value  of  these 
institutions  as  a  periennial  resource  of  immaginative  ideas  for 
the  resolution  of  societal  problems.    Faculties  of  these  schools 
are  usually  far  ahead  of  other  segments  of  society  in  recognizing 
problems  and  in  taxing  "fliers"  at  their  solutions.    The  Federal 
Government's  small*  but  vital  contribution  to  the  maintenance  of 
institutions  that  serve  as  major  agents  of  innovation  in  this 
country  should  not  Le  abandoned. 

Potential  Loss  of  Institutional  Support 

While  currently  computed  on  the  basis  of  student  population--- 
considered  at  one  time  to  be  the  most  equitable  formula  for 

allocating  these  funds  among  eligible  institutions  institutional 

support  is  not  primarily  a  form  of  student  subsidy.     Rather,  t/iese 
funds  are  utilized  for  the  stabilization  of  an  institution's 
entire  education  program,  through  discretionary  interventions  at 
appropriate  times  and  placea.     Institutional  support*  small  as  it 
is,  is  the  only  accessible  uncommitted  money  available  to  many 
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schools.    The  real  worth  of  these  funds  exceeds  by  far  their  raw 
monetary  value.    Most  medical  school  deans  view  them  as  the  most 
useful  at  their  disposal*  the  only  source  of  funds  to  develop 
the  new  and  innovative  programs  the  nation  sc  desperately  needs 
to  advance  the  health  of  our  people;  and  to  meet  unexpected 
contingencies  and  emergencies  increasingly  encountered  in  this 
period  of  fiscal  stringency. 

The  schools  have  made  commitments  to  educational  programs 
that  hew  to  joint  Federal/institutional  objectives,  perhaps  of 
higher  priority  to  the  former  than  the  latter.    Cooperation  with 
the  Government  on  these  public-interest  ventures  is  costly  to 
the  schools. 

For  example,  the  sponsor  does  not  pay  the  full  costs  of 
the  programs  and  contributes  nothing  to  the  cost  of  faculty 
time  and  effort  involved  in  the  planning  of    the  programs, 
the  development  of  new   curricula,  the  preparation  ana 
processing  of  applications,  etc.    Discretionary  funds  are 
critically  needed!    to  meet  unmet  institutional  costs  to  the 
schools  of  joining  hands  with  government  in  a  wide  variety  of 
activities  of  great  benefit  to  the  whole  nation;  and  especially,, 
to  deal  with  the  turbulence  induced  by  vacillations  and  oscillations 
in  federal  commitments. 

There  is  a  prevalent  misperception  that  student  financial 
assistance  funds  are  essentially  fungible  with  flexible  institu- 
tional support  and  that  schools  can  recoup  the  loss  of  these  institu- 
tional funds  by  raising  tuition,  an  option  made  viable  by  the  fact  that 
students  have  access  to  loans  or  scholarships.    This  argument  has  very 
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limited  validity.    While  private  schools  have  the  theoretical  freedom 
to  increase  tuition  at  whatever  frequency  and  to  whatever  extent  they 
desire,  tuitions  xn  many  of  these  institutions  are  already  staggering. 
The  result  is  that  the  social/economic/cultural/ethnic  mix  of  the 
student  body  becomes  a  less  representative  and  more  elitist  cross 
section  of  America.    For  most  public  schools  tuition  increases 
are  not  a  viable  option.      Raising  tuition  is  complicated,  time 
consuming  and  cumbersome,  often  requires  action  by  a  Governor, 
a  Legislature  (which  may  meet  only  biannual ly) ,  a  Board  of  Regents 
or  a  State  Commission  on  Higher  Education.    The  result  of  an  increase 
is  variable:    in  some  states,  tuition  is  returned  to  the  State 
Treasury,  deposited  either  a  general  or  r  dedicated  account  (e.^., 
for  retirement  of  construction  indebtedness) 7  in  others,  the  increased 
revenue  from  tuition  can  and  often  will  be  offset  by  an  equivalent 
decline  in  appropriated  funds.    Thus,  the  use  of  student  aid  to 

compensate  for  the  loss  of  the  funds  proposed  by  S.799  is  not. 
in  the  Association's  opinion,  a  viable  option.     As  noted  else- 
where,, the  States  are  already  contributing  heavily  to  the  costs 
of  medical  education:,  imposing  a  further  burden  upon  them  would 
probably  not  be  feasible  or  fair.    Accordingly,  the  Association 
is  persuaded  that  the  Federal  Government  should  continue  to 
discharge  its  responsibility  for  providing  the  schools  with  a 
form  of  flexiDle  institutional  support. 

The  integrity  of  a  large  number  of  medical  schools  is  seriously 
threatened  today  by  plethora  of  destablizing  fiscal  forces,  whose 
cumulative  impacts  could  De  lethal,  an  outcome  surely  not  in  the 
public  interest.     Medical  schools  and  affiliated  teaching  hospitals 
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will*   in  the  next  few  years ,  be  faced  with  unprecedented  reductions 
in  revenues  on  several  fronts-— from  service  programs  and-   in  terms 
of  constant  dollars,  from  severe  reductions  in  research  and  research 
training  funds.     The  failure  of  the  biomedical  research  budget  to 
keep  pace  with  inflation,,  and  the  proposal  to  eliminate  institu- 
tional support  and  overhead  from  training  grants  pose  extremely 
difficult  problems  for  the  schools,  as  large  numbers  of  faculty 
are  partially  supported  by  Federal  research  dollars,  dividing  their 
time  between,  and  deriving  their  compensation  from,  both  educational 
and  research  activities.     If  the  Federal  Government  no  longer  wishes 
to  utilize  their  research  talents,  are  they  expected  to  live  on  half 
a  salary?     The  economic  reality  is  that  some  form  of  institutional 
support  i3  now  more  necessary  than  ever  to  maintain  the  innovation, 
creativity,,  integrity  and  very  viability  of  these  institutions 
that  have  dons  so  much  to  propel  th8  United  States  to  its  position 
of  preeminence  in  medicine  and  biomedical  and  behavioral  research. 

The  potential  impact  of  the  termination  of  institutional 
support  envisioned  by  this  proposal  must  be  viewed  in  the  context 
of:     almost  certain  reductions  in  many  revenue  streams  to  medical 
schools;  the  impact  of  inflation; 

and  increased  costs  to  the  schools  in  complying  with  a  host 
of  government  regulations.     The  Association  is  firmly  convinced 
that  the  termination  of  institutional  support  proposed  by  this 
bill  will  ultimately  prove  self-defeating  for  the  nation's 
scientific  advancement,  the  viability  of  the  schools  and  the 
advancement  of  the  health  of  our  citizens.     The  Committee's 
acceptance  or  rejection  of  the  proposition  advanced  by  S.799 
must  be  a  carefully  weighed  decision  and  one  which  is  fully 
cognizant  of  the  potential  implications  of  such  an  action. 
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Special  Project  Grant  Program 


Special  project  grants  complement  in  very  important  ways 
the  other  mechanisms  for  Federal  assistance  to  medical  education. 
Under  this  rubric,  solutions  to  specific  societal  problems  can 
be  sought  through  what  are  really  coet  reimbursement  contracts 


to  implement  the  project.    These  grants  offer  schools  modest 
incentive*  to  undertake  a  wide  variety  of  innovative  educational 
•ctivitiee  that  the  Federal  Government  views  as  having  high  priority 
in  terms  of  the  public  interest. 

The  great  virtue  of  these  grant  programs  is  that  they  can  cover 
an  extremely  broad  range  of  objectives  and  are  ideal  for  capitalizing 
to  the  maximum  on  the  rich  diversity  represented  among  the  schools. 
However,  special  project  awards  seldom  really  reflect  full  costs, 
without  the  availability  of  some  other  Federal  subsidy,  such  a& 
institutional  support,  the  schools  will  be  forced  to  subsidi?-  these 
projects  from  their  extremely  scarce  institutional  resources. 

The  Association  is  heartened  that  S.799  reauthorizes 
several  of  the  genres  of  activitits,  initiated  under  P.L.  94-484, 
that    have  proven  successful  in  addressing  problem*  of  national 
concern.    The  AAMC  would  like  to  taxe  this  opportunity  to  specifically 
endorse  the  renewal  authorities  for:    Training  Grants  in  Family 
Medicine,  General  Internal  Medicine  and  Pediatrics;  Department 
of  Family  Medicine;  Area  Health  Education  Centers;  and  Educational 
Assistance  to  Individuals  from  Disadvantaged  Backgrounds.    All  of 


between  the  Government  and  institutions  po 
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these  programs  have  proven  vary  successful  in  helping  to 
ameliorate  major  problems  confronting  the  health  profes- 
sions today:    the  geographic  and  specialty  maldistribution  of 
physicians;  and,  the  recruitment  and  retention  of  minority  and 
low  income  students  in  medical  schools. 

However*  the  Association  is  seriously  disturbed  by  the  fact 

that  the  proposed  authorization  levels  for  these  programs  with 

the  exception  of  Disadvantaged  Assistance  are  well  below  their 

current  level  of  funding.    As  evidenced  by  the  Table  below,  the  levels 
proposed  by  S.799  would  not  maintain  these  programs  at  their 
FY  1980  level    even  in  FY  1982,  assuming  that  the  full  amounts 
authorized   for  them  were  appropriated. 


Program 


Appropriation 


FY  1980 


Authorization 
Ceiling  Proposed 
By  S.799 


FY  1982 


1982  Needs* 
Expressed  in 
terms  of  1980 
constant  dollars 


Family  Medicine 
Departments 


9.5 


7.0 


12.0 


Training  for 
Internal  Medicine, 
Pediatric  &  Family 
Medicine 


56.0 


32,0 


70.6 


Area  Health 
Education  Centers 


21.0 


16.0 


26.5 


equal  to  13. 5%  in  FY  1980  and  will  decrease  to  11. IX  in  Fx  1981. 
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The  Association  believes  that  adoption  of  the  authorization  levels 
proposed  would  seriously  undermine  these  programs  and  impede  the 
ongoing  efforts  to  ameliorate  the  shortage  of  primary  care  physi- 
cians and;  the  problems  of  underserved  areas.  Specifically, 

•  The  growing  popularity  of  the  primary  care  specialties 
is  a  hopeful  sign  that  the  primary  care  health  needs 

of  the  Nation,    will  be  better  served  in  the  near  future. 
These  specialties  are  at  a  critical  stage  of  development 
- — new  programs  must  be  designed,  existing  programs 
improved,,    curricula  developed*  facilities  constructed 
or  renovated*  teachers  recruited  or  trained.  These 
programs  have  been  highly  effective  in  developing  primary 
care  professionals  and  sufficient  funds  are  urgently 
needed  to  maintain  momentum  by  providing  support  at 
a  time  when  the  other  source  of  funding  through 
reimbursement  for  medical  services  is  being  constrained. 

•  Area  Health  Education  Centers.     AHECs  have  proven  to  be 
successful  in  attracting  and  retaining  health  professionals 
in  medically  underserved  areas  in  a  positive  and  voluntary 
fashion.     The  Department  of  Health  and  Human  Services  has 
estimated  that  these  programs  currently  serve  a  population 
of  approximately  58  million  people.     Adoption  of  the 
funding  ceilings  embodied  in  S.799  could  only  detract  from 
and  more  than  likely  impair,  the  efforts  of  this  program. 

Overall,  despite  the  public  and  the  Congress'  desire  to  hold  down 
Federal  spending  wherever  possible,   reduction  of  the  authorization 
ceilings  of  programs  that  have  been  successful  in  ameliorating  the 
problems  of  geographic  and  specialty  maldistribution  of  physicians 
is  self-defeating    and  should  not  be  taken  without   thorough  exploration 
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Financial  Distress 


The  Association  is  pleased  to  note  that  the  bill  retains 
and  revises  programs  designed  to  assist  medical  schools  in 
financial  distress  and  that  it  establishes  a  separate  authority 
for  this  purpose.    The  Association  believes  that  this  authority 
is  essential  to  the  continued  viability  of  our  country's  predomin- 
antly minority  institutions  and  probably  for  an  increasing  number 
of  non-minority  schools  that   will  experience  fiscal  problems 
when  other  support  programs  are  curtailed. 

The  AAMC  is  particularly  heartened  that  S.799 
recognizes  that  schools  experience  different  levels  of  fiscal 
difficulty  by  establishing  both  short  and  long-term  mechanisms 
to  address  these  problems. 

However,  the  Association  is  opposed  to  any  requirements 
for  an  institution  to  obtain  state  funding  in  order  to  be 
eligible  for  the  financial  distress  program,  mandates 
that  schools  qualifying  for  assistance  under  the  Advanced  Grant 
Program  must  secure  "a  legally  binding  commitment  to  receive  a 
grant  or  contract  from  a  state  or  local  government,  private 
entity  or  combination  thereof  for  the  exclusive  purpose  of 
alleviating  such  school's  financial  distress,"    That  virtually 
all  of  the  institutions  in  chronic  financial  distress  are 
private  sector  minority  schools    is  well  known.    Since  these 
institutions  serve  a  national  constituency,  state  governments 
have  been  very  reluctant  to  come  to  their  aid,  as  they  would  for 
a  stt   e  controlled  institution.     Since  the  institutions  in  distress 
have  no  control  over  their  access  to  state  support,  such  a 
requirement  is  unfair  and  ill  conceived. 
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Construction 

p.L.  94-484  extended  the  existing  grant  program  of  assistance 
for  construction  and  renovation  of  teaching  facilities  and  author- 
ized a  new  program  co  assist  in  the  construction  of  ambulatory 
primary  care  teaching  facilities.    These  programs  were  designed  to 
achieve  the  dual  goal  of  expanding  enrollment  and  encouraging  the 
teaching  of  primary  care.    In  recognition  of  the  growing  perception 
that  the  stimulation  of  enrollment  increases  is  no  longer  necessary 
or  desirable,  S.799  proposes  to:  repeal  the  enrollment  increase 
requirement  in  the  existing  construction  grant  program;  and  relieve 
previous  construction  grant  recipients  of  their  obligations  to 
increase  their  enrollments.    The  Association  views  these  as  timely 
modifications  that  represent  sound  public  policy. 

In  addition.,  this  bill  proposes  substantial  revisions  in 
construction  authorities.     It  would:  eliminate  all  new  construction 
grant  authority;  and  provide  support  through  loan  guarantees  and 
interest  subsidies  only  for  th*  "construction,  conversion,  renova- 
tion, or  modernization"  of  existing  facilities,  2or  use  as  ambulatory 
primary  care  teaching  facilities.    The  Association  questions  the 
wisdom  of  completely  eliminating  construction  grant  authority  for 
existing  schools.    Many  existing  educational  "plants"  are  clearly 

in  need  of  replacement  a  need  which  is  sure  to  grow;  and,  the 

AAMC  seriously  doubts  the  viability  of  the  mechanism  proposed  to 
address  the  already  existing  serious  need  for  ambulatory  teaching 
facilities  in  primary  care.    The  Association  strongly  recommends 
that  the  Committee  accord  these  problems  a  more  thorough  assessment. 
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Predominantly  Minority  Institutions 


There  are  new  as  well  as  established  medical  schools  whose 
student  bodies  are  comprised  predominantly  of  individuals  from 
minority  groups,  drawn  from  all  over  the  country.    Aj  private 
institutions,  they  have  very  limited  call  upon  state  support  and 
private  philanthropy  has  not  met  their  needs. 

Thus,  these  institutions  which  meet  an  important  social  goal 
—-the  education  and  training  of  physicians  representative  of  the 

minority  groups  in  our  society  must  depend  heavily  on  the  Federal 

Government  for  support.    Most  medical  schools  have  made  valiant 
attempts  to  expand  enrollment  of  under represented  minorities;  the 
minority  enrollment  of  first-year  medical  students  increased  from 
292  in  1962  to  1,548  in  1980.    However,  our  country  still  has  a 
long  way  to  go  before  it  achieves  equality  in  the  health  professions. 
Today,  minorities  constitute  only  91  of  the  total  population  of  first- 
year  medical  school  classes.     In  its  present  form  S.799  does  not 
adequately  address  the  needs  of  either  these  students  or  schools. 
Thus, the  AAMC  urges  that  the  Committee  make  every  effort 
to  give  sensitive  attention  to  the  plight  of  minorities 
and  the  existing  minority  institutions  in  formulating 
new  legislation. 
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Overall  Summary  and  Conclusions 

The  introduction  of  S.799  and  the  House  proposal,  H.R.2004 
has  opened  debate  on  the  policy  issues  fundamental  to  the  future  of  the 
health  of  this  nation.    The  AAMC  has  outlined  to  the  Committee  the 
broad  policy  perspective  which  tt  endorses  on  Federal  financial 
assistance  to  medical  students  and  to  medical  education  and  has 
evaluated  the  pending  proposal  in  the  light  of  this  perspective  •  it 
stands  ready,  willing  and  able  to  provide  any  further  assistance 
to  the  Committee  that  is  desired. 

But  in  closing,  the  point  should  be  reiterated    that  the 
legislation  that  finally  emerges  through  the  long  process  of 
Congressional  debate  is  of  critical  significance  to  a  set  of 
institutions  whose  health  and  well-being  is  of  enormous  importance 
to  the  nation.    During  the  twentieth  century,  the  quality  of 
American  medical  education  went  from  uneven  and  often  mediocre 
to  a  level  of  uniform  excellence.    A  glance  at  the  advances  in 
prevention,,  diagnosis  and  treatment,,  made  possible  by  progress 
in  medical  sciences  during  only  the  past  decade,  gives  ample 
credence  to  this  statement.     It  must  be  emphasized  that  these 
accomplishments  would  not  have  been  possible  without  Federal 
support.     In  the  course  of  this  notable  growth,  the  health  of 
the  nation  has  benefited  considerably  and  every  evidence  s  <jests 
that  the  best  is  yet  to  come. 

The  action  taken  by  the  Congress  on  this  legislation  will 
have  a  profound  impact  on  the  future  of  medical  education  aud, 
through  it,  on  the  future  health  and  vitality  of  our  people. 
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Mr.  Grossman.  Thank  you,  Dr.  Stemmler. 
Dr.  Bowie? 

Dr.  Bowie.  Thank  you,  Mr.  Groesman. 

I  am  Walter  C.  Bowie,  dean  of  the  school  of  veterinary  medicine 
at  Tuskegee  Institute  in  Tuskegee,  Ala.  I  am  here  today  to  repre- 
sent the  Association  of  Minority  Health  Professions  Schools,  which 
includes  the  school  of  medicine  at  Morehouse  College;  the  Meharry 
Colleges  of  Medicine  and  Dentistry,  represented  here  today  by 
interim  president,  Dr.  Richard  Lester;  the  Charles  R.  Drew  Poet 
Graduate  Medical  School;  the  Xavier  University  of  Louisiana  Col- 
lege of  Pharmacy,  represented  here  today  by  executive  vice  presi- 
dent Tony  Rochelle;  the  Florida  A.  &  M.  University  School  of 
Pharmacy;  the  Texas  Southern  University  School  of  Pharmacy; 
and  the  institution  that  I  represent,  the  Tuskegee  Institute  School 
of  Veter.  nary  Medicine. 

Our  association  is  aware  of  the  time  and  energy  that  this  com- 
mittee has  invested  in  preparing  sound  legislation  to  address  the 
health  professions  needs  of  our  Nation.  We  are  also  aware  of  the 
severe  budget  limitations  that  have  been  placed  on  this  committee 
by  the  state  of  our  Nation's  economy.  Keeping  this  in  mind,  Sena- 
tor Hatch  and  his  staff  have  spent  many  hours  visiting  with  health 
educators,  reviewing  legislative  hearing  records,  and  confronting 
the  very  real  question  of  how  to  get  the  most  out  of  limited  dollar 
resources. 

There  is  one  aspect  of  the  health  manpower  issue,  however,  that 
historically  has  not  been  adequately  addressed— the  responsibility 
of  the  Federal  Government  to  support  and  multiply  the  successes 
of  minority  health  professions  schools  in  addressing  a  national 
priority. 

This  national  priority  is  the  production  of  more  health  care 
providers  from  disadvantaged  backgrounds.  This  priority  was  ar- 
ticulated by  Senator  Hatch  in  his  remarks  when  he  introduced  S. 
799  on  March  25,  1981.  The  members  of  the  association  agree  that 
that  perception  of  the  need  for  more  health  professions  personnel 
from  minority  and  disadvantaged  backgrounds  is  one  that  needs  to 
be  addressed. 

The  schools  in  our  association  have  an  unsurpassed  record  in 
addressing  this  national  priority.  Our  schools  have  graduated  90 
percent  of  all  black  veterinarians  in  the  Nation,  50  percent  of  the 
Nation's  black  pharmacists,  and  43  percent  of  the  Nation's  black 
physicians  and  dentists.  In  spite  of  the  success  of  our  efforts,  blacks 
comprise  only  1.7  percent  of  th^  physicians,  2.2  percent  of  the 
dentists,  2  percent  of  the  pharmacists,  and  0.7  percent  of  the  veter- 
inarians in  this  country.  Similar  deficiencies  exist  for  health  pro- 
fessionals from  other  minority  groups. 

In  197G,  with  the  passage  of  Public  Law  94-484,  support  was 
provided  to  health  professions  schools  by  the  Federal  Government 
to  increase  student  enrollments.  Through  this  support,  attention 
was  given  to  increasing  minority  student  enrollment  and  to  sup- 
porting training  programs  in  primary  care.  Despite  this  support, 
even  if  we  accept  the  possibility  of  a  physician  surplus  in  the 
foreseeable  future,  I  think  it  is  absolutely  clear  that  there  is  no 
oversupply  of  minority  health  professionals. 
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In  order  for  blacks  to  achieve  parity  of  representation  in  the 
health  professions,  we  need  to  increase  the  number  of  black  physi- 
cians from  the  current  9,000  to  42,000;  the  number  of  black  dentists 
from  the  existing  3,000  to  15,000;  the  number  of  black  pharmacists 
from  the  current  2,500  to  15,000;  and  the  number  of  black  veterin- 
arians from  the  existing  400  to  4,300. 

In  the  absence  of  institutional  support,  it  is  obvious  that  other 
approaches  must  be  supported  to  insure  adequate  numbers  of 
health  professionals  from  disadvantaged  backgrounds.  One  ap- 
proach is  section  787(a)  of  the  Public  Health  Service  Act,  which 
provides  special  project  funding  for  educational  assistance  to  stu- 
dents from  disadvantaged  backgrounds.  Our  association  is  pleased 
to  note  the  continuation  of  this  program  in  S.  799. 

An  additional  approach  is  the  direct  support  of  health  profes- 
sions schools  that  serve  as  national  priority  institutions.  Such  insti- 
tutions are  those  that  are  training  the  kind  of  health  care  provid- 
ers needed  by  the  Nation  and  whose  student  population  is  largely 
coming  from  disadvantaged  or  minority  backgrounds.  We  believe 
that  the  mechanism  for  such  a  program  is  possible  by  adding  a  new 
feature  to  section  787  of  the  Public  Health  Service  Act.  Let  me 
comment  very  briefly  on  this  section  of  the  legislation. 

Section  787  of  the  Public  Health  Service  Act  has  become  known 
as  the  HCOP,  or  the  health  careers  opportunity  program,  provi- 
sion. Aside  from  the  direct  support  to  national  priority  institutions, 
this  program  is  the  only  vehicle  the  Federal  Government  has  to 
insure  the  recruitment,  retention,  and  graduation  of  disadvantaged 
students  from  all  health  professions  schools. 

The  association  applauds  the  committee  for  recognizing  the  con- 
tinued need  for  the  HCOP  programs,  and  recommends  that  the 
current  funding  level  of  $20  million  be  provided  for  the  fiscal  years 
1982  through  1984. 

The  primary  focus  of  the  schools  represented  by  this  association 
is  parallel  and  in  keeping  with  the  objective  of  the  legislation  as  so 
carefully  outlined  by  Senator  Hatch  in  his  introduction  of  this 
revised  health  manpower  legislation.  These  institutions  see  as  their 
reasons  for  being  the  emphasis  on  training  in  primary  care,  the 
preparation  of  students  to  go  into  the  underserved  areas,  and  the 
provision  of  program  efforts  designed  to  attract  and  retain  disad- 
vantaged students  who  seek  careers  in  the  health  professions.  We 
note  particularly  the  committee's  recognition  of  the  need  for  assist- 
ing some  of  our  institutions  to  survive  limited  periods  of  financial 
distress. 

For  all  of  the  reasons  given  above,  the  institutions  of  this  associ- 
ation are  truly  national  priority  institutions.  Therefore,  of  primary 
importance  to  our  institutions  is  the  need  to  provide  some  general 
operational  support  because  of  our  unique  commitment  to  under 
take  the  goals  of  this  legislation.  We  therefore  recommend  that  the 
committee  expand  section  787  of  the  Public  Health  Service  Act  so 
as  to  provide  concurrent  general  support  so  urgently  needed  in 
order  that  our  schools  will  be  able  to  carry  out  our  mission. 

The  association  is  pleased  with  the  two-tier  financial  distress 
program  provided  by  sections  166  and  167  in  S.  799.  In  the  ad- 
vanced financial  distress  program,  we  recognize  the  need  for 
schools  to  join  in  partnership  with  the  Federal  Government  to 
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bring  financial  stability  to  the  institutions.  However,  we  are  deeply 
concerned  that  the  matching  requirement  in  the  first  year  of  the 
contract  period  would  preclude  the  participation  of  those  schools 
for  which  we  believe  this  section  was  intended. 

It  is  clear  today  that  none  of  our  institutions  would  be  eligible  or 
would  be  able  to  receive  benefits  of  this  section  because  of  the 
stringent  and  near-impossible  requirements  of  the  first  year  s  con- 
ditions. 

To  achieve  the  same  consequences  intended  by  this  section, 
whereby  schools  in  partnership  with  the  public  and  private  sectors 
bring  financial  stability  to  institutions  in  financial  distress,  we 
recommend  and  urge  that  the  two-tier  financial  distress  program 
be  adopted  as  proposed  by  the  chairman,  but  that  the  method  of 
Federal  participation  be  phased  in  over  the  5-year  period  of  the 
contract. 

Let  me  then  now  summarize  the  rest  of  our  concerns  because  of 
the  time  element,  and  I  recognize  that  time  is  of  the  essence. 

In  summary,  let  me  just  say  very  briefly  that  we  would  like  to 
see  some  serious  consideration  being  given  to  the  following  compo- 
nents of  the  legislation:  One,  the  enactment  of  a  new  feature  of 
section  787  of  the  Public  Health  Service  Act  to  provide  direct, 
general  support  to  national  priority  institutions  that  are  training 
the  type  or  health  care  providers  needed  by  the  Nation;  two,  the 
phase  in  of  the  matching  grant  requirement  in  the  advanced  fina  at- 
rial distress  program;  three,  the  provision  of  adequate  student  fi- 
nancial assistance  to  students  from  disadvantaged  backgrounds, 
four,  the  continuation  of  the  health  careers  opportunity  program  at 
the  current  level  of  authorization,  five,  the  inclusion  of  authority 
for  construction  grants  to  new,  private,  2-year  medical  schools,  six, 
the  inclusion  of  an  authority  for  conversion  projects  to  assist  new, 
private,  2-year  schvX>ls  of  medicine  to  develop  into  degree-granting 
institutions. 

To  you,  Mr.  Grossman,  and  to  the  members  of  the  committee,  I 
wish  to  say  that  I  appreciate  this  opportunity  to  iepresent  the 
Association  of  Minority  Health  Professions  Schools  We  look  for- 
ward to  working  very  closely  with  you  and  the  other  members  of 
the  staff  in  insuring  that  adequate  support  is  available  to  disadvan- 
taged students  and  for  the  national  priority  institutions  that  have 
historically  provided  the  opportunity  for  health  careers  to  these 
students. 

Thank  you  very  much. 

Mr.  Grossman.  Thank  you,  Dr.  Bowie;  that  was  very  helpful. 
[The  prepared  statement  of  Dr.  Bowie  follows:] 
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Chairman  Hatch  and  Members  of  the  Committee,    I  am  waiter 
C.   Bowie,,  Dean  of  the  School  of  Veterinary  Medicine  at  TusJcegee 
Institute  in  TusJcegee  Institute,   Alabama,     I   am  here  today  to 
represent  the   Association  of  Minority  Health  Professions  Schools,, 
which  includes   the   School  of   Medicine  at  Morehouse  College;, 
Meharry  College  of  Medicine,    Meharry  College  of  Dentistry?  Charles 
S.   Drew  Post  Graduate  Medical  College,,   Xavier  University  of  Louisi- 
ana College  of   Pharmacy;    Florida  A  i  M  University   School  of  Phar- 
macy;  Texas  Southern  University   School   of  Pharmacy;,  and  Tuikegee 
Institute  School  of  Veterinary  Medicine. 

Senator  Hatch,,   our  Association   is  aware  of  the   time  and 
energy  you  and  Members  of   your  Committee  have  invested   in  preparing 
sound  legislation   to  address   the   health  professions  needs  of  our 
nation.     We  are  also  aware  of  the   severe  budget  limitations  that 
have  been  placed  on   your  Committee  by   the  state  of  our  nation's 
economy.      Keeping   this   in  mind,,   you  and   your   staff  have  spent 
many  hours  visiting  with  health  educators,,  reviewing  legislative 
hearing   records,   and  confronting   the  very  real  question  of  how 
to  get  the  most  out  of   limited  dollar  resources. 

There  is   one  aspect  of   the  health  manpower  issue,  however,, 
that  historically   has  not  been  adequately  addrcssod     the  respon- 
sibility of  the  federal   government   to   support  and   multiply  the 
successes  of   minority  health  professions  schools   in  addressing 
a  national  priority. 

The  national  priority  is  the  production  of  more  health  care 
providers  from  disadvantaged  backgrounds.     This  priority  was 
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articulated  in  P.L.   94-484,    in  the  September,,  1980  Graduate  Med- 
ical Education     National  Advisory  Connittce   (GMENAC)    report  to 
the  Secretary,,   and  in  your   remarks,    Senator  Hatch,  when  you  intro- 
duced S.    799  on   March   25,,   1981.     The  members  of  the  Association 
agree  with  your   perception  of   the  need   for  more  health  professions 
personnel    from  minor  i  ty  and  disadvantaged  backgrounds. 

The  schools    in  our  Association   have  an  unsurpassed  record 
in   address! ng  this  national  priority.     Our  schools  have  graduated 
ninety  percent  of  all   black  veterinarians   in  the  nation,,   5  0  percent 
of   the  nation's   black   pharmacists,,   and   43  percent  of   the  nation's 
black  physicians   and   dentists.      In   spite  of   the   success  of  our 
efforts,    blacks   comprise  only  1.7  percent  of  the  physicians,,  2.2 
percent  of   the  dentists,,   2.0  percent  of   the  pharmacists,,  and  0.7 
percent  of   the  veterinarians   in  this  country,,    (Table    1).  Similar 
deficiencies  exist  for  health  professionals   from  other  minority 
groups . 

In  1976  with   the  passage  of  P.L.    94-484,   support  was  provided 
to   health  professions   schools  by  the   federal   government  to  increase 
student  enrollments.      Through  this   support,,  attention  was  given 
to  increasing  minority   student  enrollment,,  and   to  support  for 
training  programs   in  primary  care.      Despite  this   support,,  even 
if  we  accept  the  possibility  of  a  physician  surplus   in   the  forseeable 
future,,  it   is  clear  that  there   is  no  oversupply  of  minority  health 
professionals.      The   facts  are  as  follows: 


During   the  ten  year  period   from  1971   to  1981 

the  percentage  of   freshman   medical   otuder.  fa 

who  are   black  decreased   from  7.1*   tc  6.6*. 

The  percentage  of  medical   school  graduatos 

who  are   black   remains   at  less   than  6*.  (Table  II) 
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From  1971   to  1979  the  precontage  of  black 
freshman  dental   students  declined  from  5.2% 
to  4.4%.    (Table   III) . 

From  1971   to  1980  the  percentage  of  black 
pharmacy   students  rose   slightly  from  3.7% 
to  4.2%.    (Table  IV).   Approximately  one-half 
of   the  black  pharmacy  students  aro  currently 
enrolled   in  historically  black  schools  of 
pharmacy . 


In  order   for  blacks   to  achieve  parity  of  representation 
in  the  health  professions  wc  need  to   increase  the  number  of  black 
pnysiclans    from  the  current  9,000   to   42,000;    the   number  of  black 
dentists   from  the   existing   3,000   to   15,000;,    the   number  of  black 
pharmicists    from   the  current   2,500  to   15,000;   and  the   number  of 
black   veterinarians  from  the   existing   252   to  4,300. 

Beyond    the   issue  of  parity   is   the   fundamental  question 
of  the  patient  population  of  practicing  black  physicians.  As 
Dr.   Alvin  Tarlov,    Chairman  of  CHENAC,  and  Chairman     of  the  Depart- 
ment of   Internal   Medicine  at   the  Pritzker  School   of  Medicine  at  the 
University  of  Chicago,,    indicated   in   testimony  before   the  House  Subcommittee 
of  Health  and  the  Environment  on  March  4,    1981,    80  percent  of 
the  patient-load  of  black  physicians   is  black,,  while  only  7  percent 
of  the  patient-load  of   white  physicians   is  black.     The  schools 
of  our  Association   can   be  proud  of  our  contributions   to  addressing 
the  problem  of  provider  maldistribution  because   76  percent  of  the 
physicians   graduated  by   our   schools  practice  primary   care,,  and 
46%  practice    in  rural  areas. 

Studies  performed  by  the  University  of  Chicago,,  and  funded  in 
part  by  a  grant  from  the  Robert  Wood  Johnson  Foundation,,  indicate 
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that  there  is  *  category  of  Americans  who  are  the  hard-core 
"structurally  underserved. "     It  seems   from  these  studies  that 
there  exists  a   significant  group  of  Americans  who  do  not  see 
a  physician  at  all.      Reasons   for  this  are   cultural  and  language 
barriers,,   geographic  isolation,   and  other   factors.     Most  of 
the   structurally  underserved  are  found  in   inner  city  areas  or 
in  remote  rural  areas,,  and  are  usually  socio-oconomically  disad- 
vantaged and  often  from  minority  groups.    (Table  V). 

In  the  absence  of  general   institutional  support,    it  is 
obvious  that  other  approaches  must  be  supported   to  ensure  adequate 
numbers  of  health  professionals  from  disadvantaged  backgrounds. 
One  approach  is  section   787(a)   of  the  Public  Health  Service  Act 
which  provides  special  project  funding  for  educational  assistance 
to  students   from  disadvantaged  backgrounds.     Our  Association  is 
pleased  to  note  the  continuation  of  this  program  in  S.  799. 

An  additional  approach  is  direct  support  of  health  professions 
schools  that  serve  as  national  priority  Institutions.   Such  insti- 
tutions are  those  training  the  kind  of  health  care  providers  needed 
by   the  nation,    and  whose  student  population   is   50%  or  more  from 
disadvantaged  or  minority  backgrounds.     We  believe,,  Nr.  chairman, 
that  the  mechanism  for  such  a  program  is  possible  by  adding  a  new 
feature  to  section  787  of  the  Public  Health  Service  Act.      I  am 
pleased  to  begin  my  discussion  of  S.    799  on  that  section  related 
to   "Educational  Assistance  to  Individuals   from  Disadvantaged  Back- 
gro  unds . " 
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Educational  Assist* nee  to  Individuals  from  Disadvantaged  Backgrounda 

Mr.   Chairman,   section  787  of  the  Public  Health  Service  Acti 
(section  168  of  S.   799)   has  become  known  as  the  HCOP   (Health  Career 
Opportunity  Pr  ogram)  provision.     Aside  from  direct  support  to  national 
priority   institutions »    this  program  is  the  only  vehicle   the  federal 
government   has   to  ensure   the  recruitment*    retention*   and  graduation 
of  disadvantaged  students   from  all   health  professions  schools. 

The  Association  applauds  the  Committee   for  recognizing  the 
continued   need   for  HCOP  and  recommends  chat  the  current  funding 
level  of   $20  million  be  provided  for   fiscal  years  1982-1984. 

Mr.   Chairman*,  as  you  know*,   the  primary  focus  of  the  schools 
represented  by   this  Association  is   parallel  and   in  keeping  with 
the  objective  of  the   legislation  as   so  carefully  outlined  by  you 
in  your  introduction  of   this  revised  health  manpower  legislation. 
These  institutions   see  as  their  reasons   for  being   the  emphasis 
on  training  in  primary  care*,   the  preparation  of  students  to  go 
into   the   underserved  areas,,   and  the  provision  of  program  efforts 
designed   to  attract  and  retain  disadvantaged  students  who  seek 
careers  in  the   health  professions.      We  note  particularly  the 
Committee's  recognition  of   the  need   for  assisting  some  of  our 
institutions  to   survive  limited  periods  of   financial  distress. 

For  all  of   the  reasons   given  above*,   the  institutions  of  this 
Association  are   truly  national  priority   institutions.  Therefore*, 
of  primary   importance   to  our  institution   is  the  need  to  provide 
some  general  operational  support     because  of  our  unique  commitment 
to  undertake  the  goals  of  this   legislation.     Wo   therefore  recommend 
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that  the  Committee  expand  section  787  of  the  Public  Health  Service 
Act    (which  provides  educational  assistance  to  individuals  from 
disadvantaged  backgrounds)   so  as  to  provide  concurrent  support 
so  urgently  needed  in  order  that  our   schools  will  be  able   to  carry 
out  our  mission. 
Financial  Distress 

The  Association  is  delighted  with   the  two-tier  financial 
distress  program  provided  by  sections  166  and  167   in  S.    799.  As 
you  know,    Mr.   Chairman,    we  have  been  advocating  this  approach  for 
many  years  now. 

In  the   Advanced  Financial   Distress   program)    we  recognize 
the   need  for  schools  to   join   in  partnership  with  the  federal  govern- 
ment to  bring  financial   stability  to   the   institutions.  However,, 
we  are  concerned  that  the  matching  grant  requirement  in   the  first 
year  of  the  contract  period  would  preclude  the  participation  of 
those   schols  for  which  we  believe   this   section  was  intended.  It 
is  clear  today   that  none  of  our  institutions  would  be  eligible  or 
able   to  receive   the  benefits  of   this   rection  because  of  the  strin- 
gent  and  near  impossible   requirements  of   tho   first  year's  conditions. 

To  achieve   the  same  consequences   intended  by   this  section, 
whereby  schools   in  partnership  with   the  public  and  private  sectors 
bring   financial   stability   to   institutions   in   financial  distress,, 
we  recommend  and  urge  that  the   two-tier   financial  distress  program 
be  adopted  as  proposed  by   the   Chaitman,,   Senator  Hatch,,  but  that  a 
substitute   method  of   federal   participation  be  reintroduced  as  was 


ERJ.C 


165 


earlier  endorsed  by  Secretary  Schweiker  who  was  at  the  time  a 

Member  of  this  Committee. 

We  therefore  urge  this  section  read  as  follows: 

"No  school  may  receive  support  under  this  section 
for  more  than  five  years.     No  grant  or  contract  for 
support  under  this  section  shall  be  in  an  amount 
greeter  than   (1)    75  percentum  in  the  third  year,  (2) 
50  p«rcentum  in  the  fourth  year,   and   (3)    25  percentum 
in  the  fifth  year,,  or  the  average  annual  amount  received 
in  the  first  two  years  of  federal  grant  or  contract 
support  under  this   section. " 

We  believe  this  would  achieve  all  of  the  objectives  of  the 
Committee  in  reducing  the  federal  involvement  in   financing  the 
programs  of   institutions;   at  the  same  time,,  it  would  permit  a 
logical  and  orderly  method   for  involving  provate,   state  and  other 
resources  to  become  available  to  us  in  a  manner  that  will  ensure 
permanency  and  stability. 

In  order  th  ensure  appropriate  allocation  of  the  dollars 
provided  for  sections  166  and  167,   we  also  recommend  separate 
funding  authorizations   for  each  section. 
Student  Assistance 

Mr.    Chairman,  we  are  concerned  about  the  increasing  number 
of  low  and  middle  income  students  who  cannot  afford  a  health 
sciences  education.     We  have  historically  sought  out  and  encouraged 
young  people  to  develop  their  talents  and  to  acquire  needed  skills. 
These     skills  are  being  used  to  improve  the  quality  of  life  for 
all  Americans.     Yet,,  the  economics  of  the  1980s  could  force  our 
institutions  to  seek  only  those  students  who  could  afford  to  pay 


ERIC 


166 


from  their  own  resources  for  graduate  and  professional  edu- 
cation.    Therefore,   we  support  a  student  financial  assistance 
program  that  would  maintain   the  concept  of  choice. 

A  student  financial  need  profile  was  presented  by  member 
institutions  of   the   Association   to  the  House  Subcommittee  on 
Health  and  the  Environment  On  October  S,   1979  and  again  on 
March  21,   1980.      The   student  financial   need  profile   reflects  the 
f ol  loving . 

Meharry  Medical  college  -   "In  keeping  with  this 
historic  and  unique  mission  the  College  enrolls 
more  disadvantaged  students  than  any  other  medical 
school   in  the  United  States.     Some  86*  of  our 
s tuden t  body  requests  and'  receives  financial  aid 
to  help  them  pay  tuition  and  other  expenses." 

School  of  Medicine  at  Morehouse  college  -  "Seven- 
teen of   the   students   in   the  Charter  Class    (24  students) 
were  recipients  of   National  Health  SErvice  Corps 
Scholarships,   another  was  the  recipient  of  an 
Exceptional   Financial   Need  Schol a r ship ,   one  was 
the  recipient  of  an  Armed  Forces  Health  Professions 
Scholarship.     Three  of   the  remaining  students 
received  scholarships  and  loans   from  various 
private  sources,,   including  medical  school  funds." 

Xavier  University  of  Louisiana  School  of  Pharmacy  - 
"Our  current  tuition  rate  of  $2,650  per  year  is 
below  the  national   average  of  $3,100  for  private 
schools  of  pharmacy,  but  the  economic   status  of  our 
student*  in  proportionately  far  lower  than  that  of 
their  peers   in  other  institutions." 

Given   the   financial  need  profiles  of   students  enrolled  in  the 
institutions  of   our  Association,   an  effective  student  ass  is ta nee 
program  is  needed. 

We  note  with  some  disappointment  the  absence  of  a  scholarship 
grant  program  in  S.    799.     While  we   recognize   the  short-term  costs 
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of  a  scholarship  program,   we  are  painfully  aware  of  the  long-term 
cost*  of  an  inadequate  supply  of  targeted  health  care  professionals. 
A  high  percentage  of   these   targeted  health  professionals  have  already 
been   identified  as  socio-economicaily  disadvantaged.  Increased 
loan  burden  after  undergraduate  school  debt  is  a  certain  disincen- 
tive  for  disadvantaged  »tudenta  to  pursue  a  health  career.  We 
recommend/    Senator  Hatch,,   the  retention  of   at  least  the  Exceptional 
Financial  Need  program,  with  modifications   that  provide  for  a 
range  et  grant  awards  indexed  to  a  range  of   income  circumstances. 
Within  a  defined  ceiling,,   we  believe   this  approach  will  eliminate 
the   arbitrary  cut-off  of  awards  between  students  with  only  $100 
difference   in  their  incomes. 

We  are   supportive  of  a   federally  insured  loan  program  that 
would  provide  low  interest   subsidized  loans   to  n-aedy  students 
seeking  a  career   in  the  health  professions. 

We  have  also  been  supportive  of  the  National  Health  Service 


for   the  'program   from  Title  VII   to  Title   III  of   the  Public  Health 
Service  Act.     We  in  the  Association  are  aware  of  the  cost  impli- 
cations of   the  Corps  program,   and  therefore  strongly  urge  continued 
support  for  other  programs   that  provide  student   financial  assistance. 
Facilities  Construction 

We  are  pleased  that  the  Committee  has  included  support  for 

the   construction,,  conversion,,  renovation  or  modernization  of  teaching 

facilities.     We  are  concerned,,  however,   that  this  section  does  not 


Corps  program. 


We  have  noted  in  S.    799  the   transfer  of  authority 
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provide  priority  funding  for  the  construction  of  basic  sciences 
facilities  to  assist  private  two-year  medical  schools  in  becoming 
four-year  schools  of  medicine*  nor  does  it  provide  specific  conversion 
support   to  assist  private  two-year  schools  meet  the  conditions  of 
the  Liaison  Committee     on  Medical   Education    ( LCHE ) . 

Therefore,,  we   recommend   that  priority  funding  be  given  to  private 
two-year  medical  schools  in   the  construction  of  basic  sciences 
facilities,    and  that  conversion  support  to  private  two-year  schools 
of  medicine  be  granted  *,   the   amount  of  which  shall  be  $50,000  for 
each  third- year  student  as  existed  under  previous  authorities. 
Conclus  ion 

Mr.    Chairman,    in  summary,  we  urge  the  following: 


1.  The  enactment  of  a  new  feature  of  section  787 
of  the  Public  Health  Service  Act  to  provide  direct 
general   support  to  national  priority  institutions 
that  are  training  the  type  of  health  care  providers 
needed  by  the  nation. 

2.  The  phase~in  of  the  matching  grant  requirement 
in   the  Advanced  Financial  Distress  program. 

3.  The  provision  of  adequate  student  financial 
assistance  to  students   from  disadvantaged  backgrounds. 

4.  The  continuation  of  the  Health  Careers  Opportunity 
program  at  level  funding. 

5.  The  inclusion  of  authority  for  construction  grants 
to  new  private  two  year  medical  schools. 

6.  The   inclusion  of  an   authority   for  conversion 
projects   to  assist  new  private  two  year  schools  of 
medicine  to  develop  Into  degreee  granting  institutions. 


Mr.    Chairman  and  Members  of  the  Committee,,  I  appreciate  the 
opportunity   to  reprcsont  the  Association  of  Minority  Health  Professions 
Schools   before  you  today.     Wc  look   forward  to  working  closely  with 
you  and   your   staff   in  ensuring  that  adequate   support  is  available 
to  disadvantaged  students,    and  for  the   national  priority  institutions 
that  have  historically  provided  the  opportunity   for  health  careers 
to   those  students. 
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Table  I 

NATIONAL  MINORITY  HEALTH  PROFESSIONALS 
HEALTH  BLACK/BLACK  WHITE/WHITE 


PROFESSIONALS 

TOTAL 

BLACK/% 

PARITY 

NEEDED/% 

POPULATION 

POPULAT1 

Physicians 

348,443 

6,106/1.7 

41,813 

35,707/10.3 

1 

:4,001 

1:540 

Dentists 

125,000 

2,780/2,2 

14,405 

11,625/3.3 

1 

:8,785 

1:1,510 

Optometrists 

24,242 

18  6/0 , 7 

2,909 

2,723/11.3 

I 

1:7,695 

Pharmacists 

122,500 

2,501/2.0 

14,700 

12,199/10.0 

1 

:11,151 

1:1,542 

Pod  ia  t  r  i  s  ts 

8  , 500 

400/4.7 

978 

578/6.8 

1 

:610,87 

1  : 22  ,800 

Osteopaths 

17,960 

325/1.8 

2,065 

1,742/9.7 

1 

:75,184 

1:10,490 

Veterinarians 

36,000 

252/0. 7 

4,320 

4,068/11.3 

1 

:110,678 

1:5,179 

Prepared  by: 

NC  Health 
Room  201 

Manpower  Development 
NCNS  Plaza 

Programs 

136  E.  Rosemary  Street,  322-A 
Chapel  Hill,  NC  2  7514 

Data  from:     MINORITIES  AND  WOMEN  IN  THE  HEALTH  FIELDS,   SEPTEMBER,   1975;  HEALTH  MANPOWER 

REFERENCES:  AND  HEALTH  RESOURCES  AND  UTILIZATION  STATISTICS  1976;   NATIONAL  CENTER 
FOR  HEALTH  STATISTICS:  A  REPORT  TO  ^HE  PRESIDENT  AND  CONGRESS  ON  THE  STATUS  OF  HEALTH 
PROFESSIONS  PERSONNEL  IN  THE  U.S.,   1978;   PUBLICATIONS  FROM  DHHS,  AND  THE  NATIONAL  PODIATRY 
ASSOCIATION. 
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Tabic  11 

BLACK 

ENROLLMENT 

IN  FIRST-YEAR  CLASSES 

IN  U.S.  MEDICAL  SCHOOLS 

*  (1971-1980) 

YEAR 

NUMBER  AMD 

PERCENT  OF  ENROLLMENT 

TOTAL  FIRST  YEAR  ENROLLMENT 

X97X-72 

882 

7U 

12,261 

1972-73 

957 

7.0 

13,677 

1973-74 

1,027 

7.3 

14,154 

1974-75 

1,106 

7.5 

14,763 

1975-76 

1,036 

6.8 

15,295 

1976-77 

1,040 

6.7 

15,613 

1977-78 

1,085 

6.7 

16,136 

1978-79 

1,064 

6.4 

16,530 

1979-80 

1,108 

6.5 

16,930 

1980-81 

1,128 

6.6 

17,186 

SOURCE:  DATA  PRON  PUBLICATIONS  OP  THE  ASSOCIATION  OP  AMERICAN  HEDICAL 
COLLEGES,  ONE  DO  PONT  CIRCLE,  WASHINGTON,  O.C.  20036 
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Tafclt  Ml 

MINORITY  STUDENTS  IN  FIRST  YEAR  OF  DENTAL  SCHOOL 
ACADEMIC  TEAM  If 71-71  THMOUCS  If  7t-7f  1/ 
McUI^tthnic  cattjojg 


Total 
Acadenic    Tint  Yaar 


Native      Neiican-      Puerto  Asian 


Other 


farcantaga 

Minority 
Total  firat-yaar 


Yaar 

If 71-72 

Studenta 

A  ~lf\K 
#  ,  7UD 

?a^is  ?a> 

4 

27 

13 

112(2.4%) 

11 

412 

t.l 

lf71-73 

5,217 

244(5.0%) 

5 

53 

3 

134(2.4%) 

10 

475 

f.O 

If  73- 74 

5,319 

273(5.3%) 

12 

44 

5 

141(2.4%) 

34 

52f 

9.8 

1974-75 

5,555 

27f(5.2%) 

12 

44 

7 

142(2.5%) 

43 

551 

f.9 

lf75-74 

5,4f7 

291(5.2%) 

22 

44 

11 

114(3.2%) 

54 

437 

11.2 

lf74-77 

5,l4f 

2fl(5.0%) 

21 

tl 

15 

174(3.0%) 

41 

450 

11.1 

lf77-7t 

5,3f0 

2f4(5.0%) 

10 

V 

V 

225(3.1%) 

V 

441 

10. f 

lf71-7f 

4,301 

280(4.4%) 

15 

122* 

243(4.2%) 

Ml 

1C.4 

1/    Eicludea  Oniveraity  of  Puerto  Rico. 

^  _  „  -  10„  —  Atttmr  tram  aarliar  veara  bacauaa  of  changaa  in  racial/athnic  catagoriaa  uaad 
2/  £  £2  cSlicK  dlfln#rif7r7i"tn.r:rwrraril0  firat-yaar  jtSdant.  under  a  n«v  category 

•SiapaniC.    Alao,  tha  former  category  "Othar  Ninority'vaa  eliminated. 

*    giapanic  including  Puarto  Rlcena  in  U.S.  Schoola. 
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Minority  Undergraduate  Enrollment  in  Schools  and  Colleges  of  Pharmacy 

 Academic  Years  1971-1972  through  1979-1980  

Racial/Ethnic  Category 

Academic  Total       White  Native  Asian 

Year         Enroll-    Americans    %      Blacks     %    *    Hispanics    %    Americans    %    Ancestory    %  Foreign  % 
 roent  

1971-  1972  16,476  13,831        90.0     6ie         3.  7  —       203  1.2  8  .04     816  4  .9 

1972-  1973  18,445  16,295        88.3     659         3.6  372     254          1.  37      29        0.1       720            3.9  488  2.6 

*    1973-1974  20,830  18,358        88.  1     619        3.0  314     343          1.7        25        0.1       697            3.3  788        3.  7  ^ 

1974-  1975  22,688  19,899        87.7     727        3.2  377     278          1.2        32        0.1       690            3.0  1,062  4.6 

1975-  1976  23,836  20,  741        87.0     915        3.8  470     359          1.5        36        0.2       799            3.2  1,006  4.3 

1976-  1977  23,465  20,552        87.5     938         4.0  481     353          1.5        37        0.2       761            3.  2  824  3.5 

1977-  1978  23,273  20,371        87.  1     984        4.2  533     360          1.5        39        0.2       809            3.4  810  3.5 

1978-  1979  23,078  20,108        87.1     942        4.1  457     376          1.  6        34        0.  1       911            3.  4  707  3.1 

1979-  19S0  22  ,569  19,470        86.3     959        4.2  438     410          1.8        36        0.1       971  4.  3  714  3.2 

Source:     American  Journal  of  Pharmacy  Education  1980 

*Total  number  enrolled  in  the  traditionally  black  colleges  and  Schools  of  Pharmacy 
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Mr.  Grossman.  Dr.  Estes,  could  you  summarize  your  statement? 
We  will  enter  the  full  statement  in  the  record. 
Dr.  Estes.  Yes;  thank  you,  Mr.  Chairman. 

GMENAC  has  already  delivered  its  report  and  has  concluded 
that  the  absolute  numbers  of  physicians  is  no  longer  a  problem  and 
that  a  surplus  may  be  present  in  1990.  This  committee  also  project- 
ed that  the  number  of  primary-care  physicians,  such  family  physi- 
cians and  primary-care  internists  and  pediatricians,  would  be  at 
about  the  proper  level  by  1990. 

However,  this  report  was  based  on  an  assumption  that  the  cur- 
rent number  of  training  programs  in  these  primary  care  special- 
ities would  remain  present  as  they  are  now  throughout  this  decade 
of  the  1980's.  There  is  good  reason  to  believe  that  this  will  not  be 
the  case  unless  continued  support  is  available  for  these  programs. 

Recommendation  21  of  the  GMENAC  report  states  that  it  is  their 
recommendation  that  support  for  primary  care  and  family  medi- 
cine be  continued  during  the  next  period  of  time. 

My  own  characterization  of  these  programs  is  that  they  are 
hothouse  plants  that  are  unable  at  this  moment  to  stand  the  rigors 
of  the  outside  world.  They  cannot  survive  for  two  major  reasons. 
They  must  derive  their  support  by  one  of  two  or  three  mechanisms. 

They  must  derive  their  support  from  income  from  patient  care, 
from  sponsoring  hospitals,  or  from  sponsoring  medical  schools. 

Current  insurance-based,  fee-for-service  payment  systems  place  a 
high  value  on  the  performance  of  technical  services,  such  as  surgi 
cal  procedures,  diagnostic  exams,  and  laboratory  tests.  But  the 
backbone  of  primary-care  practice  is  listening,  the  provision,  the 
education  of  the  patient,  and  the  prevention  of  illness  through 
these  mechanisms  and  processes.  These  activities,  under  most  in- 
surance plans,  are  either  not  covered  at  all,  or  when  they  are 
covered,  the  payments  allowed  are  insufficient  to  cover  the  cost  of 
providing  services.  Thus,  the  primary-care  physician  is  at  a  consid- 
erable competitive  disadvantage  when  compared  to  other  physi- 
cians. 

The  seasoned,  primary-care  physician  practicing  in  his  own  office 
is  able  to  overcome  this  by  providing  a  very  highly  efficient,  tight 
office  practice  that  builds  on  a  lot  of  prior  knowledge  of  the  pa- 
tient. The  teaching  environment  in  which  these  physicians  are 
being  trained  cannot  approach  this  level  of  efficiency,  and  most 
experts  in  the  field  estimate  that  no  more  than  one-third  to  one- 
half  of  the  operating  costs  of  running  these  clinics  could,  under 
optimal  circumstances,  be  provided  by  patient  care  income. 

Why  can  they  not  be  supported  by  the  hospitals  of  which  they 
are  a  part?  These  are  programs  which,  in  general,  do  not  encour- 
age patients  to  come  into  the  hospital;  they  tend  to  keep  patients 
out  of  the  hospital  rather  than  utilizing  fully  the  hospital  s  facili- 
ties and  services.  In  a  time  when  the  hospital  also  is  facing  cuts  in 
medicare  and  stringencies  of  other  types,  hospitals  trustees  are 
often  willing  to  see  the  family  practice  residency  go  in  order  to 
forgo  an  increase  in  the  per  diem  cost. 

The  third  option  is  further  support  from  the  medical  schools.  We 
have  already  heard  that  the  medical  schools  are  facing  stringencies 
of  their  own  in  the  financial  area.  Primary-care  programs  in  gener- 
al, and  family  medicine  programs  in  particular,  have  not  always 
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been  welcomed  in  the  medical  schools.  These  programs  are  not 
understood  by  highly  specialized  and  subspecialized  faculties,  and 
under  demand  of  stringencies  in  cost  everywhere,  there  is  some 
evidence  that  those  schools  might  be  willing  to  see  these  programs 
go  rather  than  to  support  them  and  to  further  cut  other  programs. 

Medical  schools,  like  hospitals,  are  having  a  hard  time  keeping 
costs  down.  These  programs  have  enabled  family  medicine,  primary 
care,  internal  medicine,  and  pediatrics  to  be  established  and  to  pick 
up  speed,  but  their  stability  in  this  setting  remains  to  be  seen. 

In  addition,  the  withdrawal  of  Federal  funds  for  family  medicine 
and  primary  care,  while  funds  for  research  through  NIH  are  pre- 
served, may  give  deans  and  traditional  medical  school  faculty  the 
wrong' message,  that  the  geographic  and  speciality  distribution  of 
physicians  is  no  longer  important  and  that  medical  school  prior- 
ities could  revert  back  to  the  1960  emphasis  on  research,  high 
technology,  and  supersubspecialization,  without  regard  to  public 
needs 

Are  these  programs  worth  saving?  My  own  answer  is  a  resound- 
ing "Yes,"  and  I  believe  that  a  majority  of  the  public  could  agree 
These  programs  are  producing  products  which  provide  cost  effec- 
tive, reasonably  priced  medical  services  which  are  readily  accessi- 
ble and  much  more  evenly  dispersed  than  could  otherwise  be  pro- 
vided. The  experience  of  the  past  indicates  that  these  programs 
cannot  and  will  not  be  produced  unless  special  programs  are  in 
place. 

Experience  of  the  past  10  years  indicates  that  the  products  of 
these  programs  have  indeed  provided  primary  care  and  have  dis- 
tributed themselves  more  widely  than  other  physicians.  The  evi- 
dence from  family  medicine  is  most  impressive  The  attrition  from 
this  field  has  been  almost  nonexistence.  Half  of  the  graduates  have 
gone  into  towns  of  less  than  25,000  people.  Evidence  indicates  that 
they  do  provide  less  expensive  care. 

The  next  question  that  I  think  should  be  addressed  is,  can  these 
programs  ever  survive?  My  answer  is  "Yes,"  but  with  a  stringent 
qualification.  Currently,  there  are  no  major  rewards  for  cost-saving 
behavior  on  the  part  of  either  the  physician  or  the  patient  I 
believe  that  the  currently  proposed  procompetitive  health  plans,  by 
providing  a  mechanism  for  rewarding  cost-effective  health  behavior 
by  physicians,  will  provide  an  environment  in  which  primary  care 
can  not  only  survive,  but  perhaps  flourish 

Tho  current  payment  system  provides  great  financial  rewards  to 
physicians  who  do  more,  especially  technical  procedures,  and  penal- 
izes those  who  spend  time  and  effort  to  prevent  illness  and  who 
believe  that  listening  sympathetically  can  be  better  sometimes 
than  a  test  or  a  tranquilizer. 

So,  I  answer  that  modification  of  the  current  payment  system 
which  will  encourage  groups  of  physicians,  insurance  companies, 
HMO's,  and  other  entities  to  provide  highly  effective  care  will 
provide  the  primary-care  physician  with  a  means  to  survive  and,  in 
addition,  will  provide  training  programs  with  an  opportunity  to 
survive  as  well.  In  the  absence  of  these,  I  think  the  ground  is 
shaky.  , 

In  summary,  it  is  essential  that  family  medicine  and  other  pri- 
mary care  residency  training  programs  be  carefully  nourished  and 
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protected  over  the  next  few  years.  Otherwise,  they  may  not  survive 
and  the  gains  of  the  past  10  years  will  be  lost. 

Thank  you  very  much  for  allowing  me  to  present  my  views. 

[The  prepared  statement  of  Dr.  Estes  follows:] 
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Testimony  before:   Committet  on  Human  Resources 
Orrln  G.  Hatch,  Chairman 

By:*  £.  Harvey  Estes,  Jr.,  M.D. 

Professor  and  Chairman 

Department  of  Community  and  Family  Medicine 
Duke  University  School  of  Medicine 
Durham,  North  Carolina  27710 

Date:  Wednesday,  April  8,  1981 

In  the  late  1960's  and  early  *970's,  there  was  a  broad  perception  of  an 
inadequate  supply  of  physicians,  an  uneven  distribution  between  general ist 
and  special ty/subspecialty  physicians,  and  an  equally  uneven  distribution 
between  rural  and  inner  city  areas  and  the  more  affluent  suburbs  and  moderate 
size  cities. 

In  order  to  correct  these  problems,  the  Federal  Government  began  to 
reward  medical  schools  for  increasing  the  numbers  of  students  accepted  into 
medical  schools.  The  Federal  Government  and  the  States  also  encouraged  the 
creation  of  new  medical  schools.  These  activities  were  aimed  at  increasing 
the  total  supply  of  physicians,  but  without  specifically  directing  the 
specialty  training  of  graduates  of  medical  schools. 

By  tne  early  1970 's  it  was  apparent  that  these  efforts  at  increasing 
numbers  were  not  correcting  geographic  or  specialty  maldistribution.  The 
year  1971  marked  the  first  targeted  support  of  family  practice  residencies. 
In  1976,  specific  authority  to  support  family  practice  and  primary  care 
internal  medicine  and  pediatrics  training  was  granted,  plus  a  requirement 
that  medical  schools  achieve  a  certain  percentage  of  "primary  care"  training 
positions  in  their  affected  residencies.  At  the  same  time  The  Graduate 
Medical  Education  National  Advisory  Committee  (GMENAC)  was  created  to  analyze 
national  data  and  make  recommendations  regarding  further  support  and  future 
policies  in  medical  education. 
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A  short  five  years  later,  GMENAC  has  delivered  its  report,  concluding 
that  the  shortage  of  absolute  numbers  of  physicians   is  over,  and  that  a 
surplus  may  be  present   in  1990.     This  Committee  also  projectes  that  the 
number  of  primary  care  physicians  -  family  physicians,  primary  care  internists 
and  pediatricians  would  be  at  about  the  proper  level  by  1990. 

However,  this  report  was  based  on  an  assumption  that  the  current  number 
of  training  programs  in  these  primary  care  specialties  would  be  present 
throughout  the  decade  of  the  1980' s.  There  is  good  reason  to  believe  that 
this  will  not  be  the  case  unless  continued  support  is  available  for  these 
programs . 

At  this  moment,  these  programs  are  hot-house  plants,  unable  to  stand 
the  rigors  of  the  world  in  an  unprotected  state.  It  is  my  firm  opinion  that 
unless  protected,  many  will  fail,  and  that  we  will  not  achieve  either  the 
numbers  of  primary  care  physicians  needed  in  1990,  or  the  even  geographic 
dispersal  of  physicians,  which  we  need  so  badly  to  provide  a  degree  of 
evenness  of  access  to  medical  care  throughout  our  nation. 

There  are  a  number  of  questions  to  be  asked  at  this  point,  but  the  main 
issues  are:-  1)  is  the  hot-house  plant  worth  saving?  and  2)  can  the  plant 
survive  after  a  longer  period  of  protected  existence?  These  are  important 
questions,  because  I  do  not  believe  that  the  U.S.  public,  and  particularly 
the  U.S.  taxpayers  are  in  a  mood  to  support  a  program  which  is  a  frill  rather 
than  a  necessity;  nor  are  they  willing  to  support  something  which  must  be 
forever  supported,  without  hope  of  independent  survival.  I  would  like  to 
spend  my  time  in  speaking  to  these  two  questions. 

To  leap  to  the  bottom  line,  I  believe  that  the  plant  _rs  worth  saving, 
and  I  believe  that  it  can  survive  m  the  hard,  cruel  world  after  a  bit  of 
toughening,  and  when  the  climate  becomes  a  bit  more  moderate. 
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First,  why  can't  it  survive  now?  The  current  insurance  based  fee-for- 
servlce  payment  system  places  a  very  high  value  on  the  performance  of 
technical  services,  such  as  a  surgical  procedure,  a  highly  technical 
diagnostic  examination,  or  a  laboratory  test.  The  backbone  of  a  primary  care 
practice  is  the  provision  of  counseling,  the  eduction  of  the  patient,  and  the 
prevention  of  illness  through  these  processes.  These  activities,  under  most 
insurance  plans,  are  not  covered  at  all.  Whey  they  are  covered,  the  payments 
allowed  are  often  insufficient  to  fully  cover  the  cost  of  providing  these 
services.  Thus  the  primary  care  physician  is  at  a  competitive  disadvantage 
when  compared  to  other  physicians. 

A  seasoned,  experienced  primary  care  physician  survives  by  providing 
these  services  in  a  highly  efficient,  tight  office  practice  that  builds  on 
prior  knowledge  of  the  patient,  and  is  able  to  use  its  time  maximally.  The 
teaching  environment,  in  which  such  physicians  are  trained,  cannot  approach 
this  level  of  efficiency.  Young,  learning  physicians  are  slow,  and  they 
often  require  one-to-one  teaching.  As  a  result,  no  more  than  1/3  to  1/2  of 
the  operating  costs  of  the  model  teaching  clinics  associated  with  such 
programs  can  be  covered  by  patient-charges. 

Why  can't  the  financial  gap  in  such  programs  by  supported  by  the 
hospitals  of  which  they  are  a  part,  or  by  the  medical  schools  which  sponsor 
them?  Primary  care  programs  are  a  particul-  ly  difficult  problem  for  the 
hospital,  because  they  tend  to  keep  patients  out  of  the  hospital,  rather  than 
to  utilize  the  hospital's  facilities  and  services.  In  a  time  when  the 
hospital  is  attempting  to  cope  with  rapidly  rising  costs,  and  to  keep  its  £er 
diem  costs  to  a  minimum,  adding  the  cost  of  these  training  programs  to  the 
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bills  of  hospitalized  patients  is  not  a  popular  solution.  Hospital  trustees 
are  often  willing  to  see  the  family  practice  residency  go,  in  order  to  forego 
an  increase  in  the  per  diem  bed  charge. 

Primary  care  programs  in  general,  and  family  medicine  programs  in 
particular  have  not  always  been  welcomed  in  medical  schools.  These  programs 
are  not  understood  by  highly  specialized  and  subspedal  ized  faculties.  For 
the  most  part,  it  was  the  demand  of  the  public  through  their  governmental 
representatives,  that  has  enabled  these  programs  to  be  established.  Federal 
and  State  initiatives,  by  providing  special  funding  to  these  programs,  have 
allowed  them  to  be  established  and  to  survive  in  a  sometimes  hostile 
environment. 

Medical  schools,  like  hospitals,  are  having  a  hard  time  in  keeping  costs 
down  while  also  absorbing  the  withdrawal  of  capitation  funds  and  tightened 
research  awards.  GMENAC  has  created  the  impression  that  the  manpower  problems 
have  been  solved,  and  many  medical  faculties,  when  faced  with  the  necessity 
of  picking  up  costs  which  have  been  previously  been  borne  by  a  Family  Medicine 
training  grant  or  a  Primary  Care  Pediatrics  Training  grant,  will  now  be 
willing  to  see  such  programs  disappear  rather  than  to  see  other  programs 
tighten  their  belts  even  further. 

tn  addition,  the  withdrawal  of  Federal  funds  for  family  medicine/primary 
care  training,  while  funds  for  research  through  the  NlH  are  preserved,  gives 
deans  and  traditional  medical  school  faculty  the  wrong  message:  that  the 
geographic  and  specialty  distribution  of  physicians  is  no  longer  important, 
and  that  medical  school  priorities  can  revert  back  to  the  1960  emphasis  on 
research,  high  technology,  and  super-subspecial izat ion . 
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Are  these  programs  worth  saving?  My  own  answer  is  a  resounding  "YES!", 
and  I  believe  that  the  great  majority  of  the  public  would  agree.  These 
programs  are  producing  products  which  provide  cost  effective,  reasonably 
priced  medical  services  which  are  readily  accessible,  and  more  evenly 
dispersed  than  could  otherwise  be  provided.  Experience  of  the  past  indicates 
that  these  physicians  cannot  and  will  not  be  produced  unless  such  special 
programs  are  in  place.  Experience  of  the  past  10  years  indicates  that  the 
products  of  these  programs  have,  indeed,  provided  primary  care,  and  have 
distributed  themselves  widely.  The  evidence  from  Family  Medicine  is  most 
impressive.  The  attrition  from  the  field  has  been  almost  non-existent.  Half 
of  the  graduates  have  gone  to  towns  of  less  than  25,000  people.  Evidence 
indicates  that  they  do  provide  less  expensive  care. 

Can  these  programs  ever  survive?  Again,  my  answer  is  "Yes",  but  with 
a  qualification.  I  believe  that  the  currently  proposed  -pro-competitive" 
health  care  plans,  by  providing  a  mechanism  for  rewarding  cost  effective 
health  behavior  by  physicians,  will  provide  an  environment  in  which  primary 
care  can  not  only  survive,  but  flourish.  The  current  payment  system  provides 
great  financial  rewards  to  those  physicians  who  do  more,  especially  technical 
procedures,  and  penalizes  those  who  spend  time  and  effort  to  prevent  illness, 
and  who  believe  that  listening  sympathetically  can  be  better  than  a  test  or  a 
tranquil izer. 

Any  modification  of  -ne  current  payment  system  which  will  encourage 
groups  of  physicians,  insurance  companies,  HMO's  and  other  entities  to 
provide  highly  cost  effectivs  care  will  provide  the  primary  care  physician, 
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and  indirectly,  the  training  programs  for  producing  such  physicians  with  a 
much  stronger  and  more  stable  environment  for  both  survival  and  growth.  In 
addition,  it  will  also  promote  the  effective  incorporation  of  physician's 
assistants  and  nurse  practitioners  into  primary  care  settings. 

My  message  is  that,  until  such  time  as  the  procompetitive  health  care 
proposals  have  been  considered  and  (hopefuMy)  passed,  it  is  essential  that 
family  medicine  and  other  primary  care  residency  training  programs  are 
carefully  nourished  and  protected.  Otherwise  they  may  not  survive,  and  the 
gains  of  the  past  ten  years  will  be  lost! 

Thank  you  for  allowing  me  to  present  my  views. 

Mr.  Grossman.  Thank  you  very  much,  Dr.  Eetes. 

I  will  follow  the  p  tern  that  we  did  with  the  last  panel,  which  is 
that  I  will  ask  one  c  Senator  Hatch's  questions  and  then  when  we 
send  you  the  transc**pts  from  the  hearing,  there  will  probably  be 
further  questions  from  Senator  Hatch  and  other  Senators. 

I  will  start  with  Dr.  Stemmler.  Dr.  Stemmler,  your  testimony 
indicates  that  you  have  an  in-depth  knowledge  of  medical  educa- 
tion and  the  complex  problems  which  face  all  of  our  institutions 
training  health  professionals.  You  stated  that  medical  education  is 
"far  more  expensive  than  most  other  graduate  or  professional  edu- 
cation programs."  At  the  same  time,  you  also  recognize  the  very 
real  economic  constraints  that  we  are  laboring  under. 

Is  your  organization  attempting  to  examine  alternative  methods 
of  medical  education  which  might  be  successful  in  training  highly 
competent  physicians,  yet  at  significantly  less  costs  than  our  tradi- 
tional approach? 

Dr.  Stemmler.  You  can  tell  Senator  Hatch  that  we  do  not  have 
an  organized,  official  study  that  is  now  ongoing  with  respect  to 
modifications  in  the  cost  of  medical  education.  I  think,  however,  it 
ought  to  be  recognized  that  those  questions  are  continuously  being 
explored  on  an  institution-by-institution  basis. 

The  point,  though,  to  remember  is  that  although  American  medi- 
cal education  is  extremely  expensive — and  I  emphasize  American 
medical  education  to  distinguish  it  from  education  that  is  conduct- 
ed in  some  other  countries,  which  is  obviously  much  less  costly  in 
terms  of  actual  money;  however,  in  terms  of  the  quality  of  the 
individuals  produced,  with  our  costs,  we  produce  the  most  highly 
qualified  professionals  in  the  world. 

We  are  very  concerned  that  in  looking  only  at  cost  that  we  not 
undermine  the  quality  of  physicians  that  the  United  States  now 
produces. 

Mr.  Grossman.  Dr.  Bowie,  what  efforts  are  being  made  to  seek 
funding  from  private  sources  for  financially  distressed  institutions? 

Dr.  Bowie.  Let  me  address  that  in  a  very  general  way  and  then 
more  specifically  for  Tuskegee  Institute. 

As  we  tried  to  point  out  in  our  testimony,  we  recognize  the 
importance  of  seeking  additional  support  from  non-Federai  sources, 
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and  I  believe  that  all  of  the  schools  that  have  been  in  this  program 
of  financial  distress  have  been  seeking  to  undertake  the  funding  of 
their  programs  from  sources  other  than  Federal  support. 

I  think  it  is  important  for  us  to  point  out,  however,  that  the  task 
force  report  of  DHEW  in  1979  pointed  out  and  recogniaed  the  fact 
that  there  was  going  to  be  a  rather  extended  period  of  time  that 
was  going  to  be  required  for  these  schools  to  come  out  from  under 
the  financial  constraints  under  which  they  had  historically  been 
operating.  ...  T 

I  think  that  with  that  in  mind,  there  is  some  recognition,  as  l 
review  the  draft  of  the  legislation,  to  suggest  that  at  least  a  mini- 
mum of  5  years  may  well  be  needed  for  these  institutions  to  get  in 
place  those  programs  that  are  required  in  order  to  find  the  funding 
that  is  essential  to  offset  the  Federal  support. 

I  think  that  if  you  look  at  the  institutions  themselves  and  the 
reports  that  have  been  coming  each  year  in  regard  to  the  way  in 
which  they  seek  to  identify  and  recognize  and  provide  the  other 
support  that  is  required  other  than  Federal,  I  think  you  will  that 
there  are  several  approaches.  Each  institution,  I  believe,  has  a  plan 

°f  WtlTrespect  to  Tuskegee,  we  have  embarked  upon  a  $20  million 
fundraising  drive  for  the  institution.  I  think  it  is  important  for  me 
to  point  out  at  this  stage  that  President  Reagan,  I  believe,  in  some 
of  his  comments  has  clearly  recognized  the  importance  of  the 
historically  black  colleges.  I  think  it  is  significant  to  note  that 
President  Reagan  had  committed  himself  to  coming  to  Tuskegee  on 
April  12  to  be  the  speaker  for  our  centennial  activities.  In  light  of 
what  has  happened,  I  am  pleased  to  sav  that  that  recognition  of 
the  importance  of  these  institutions  is  being  earned  out  by  Vice 
President  Bush.  .  . 

So,  I  think  there  is  ample  evidence  to  suggest  that  there  is 
recognition  on  the  part  of  this  administration  of  the  importance  of 
these  institutions. 

We  think  it  is  important  for  Congress  to  continue  to  work  with 
these  institutions  that  have  had  a  very  long  and  sustained  problem. 
We  recognize  that  it  is  important  for  us  to  deal  with  this  problem; 
we  are  working  at  this  problem.  We  believe  that  it  can  be  resolved 
in  a  partnership  relationship.  We  think  that  the  final  answer  is 
Federal  support,  or  some  support  for  these  institutions  for  some 
extended  period  of  time. 

Mr.  Grossman.  Thank  you.  9  . 

Dr.  Estes,  the  intent  of  the  initial  health  manpower  legislation 
was  that  the  Federal  Government  would  pwnde  seed  money  to 
facilitate  establishment  of  training  programs  in  family  medicine 
and  primary  care  in  internal  medicine  and  pediatrics.  Alter  almost 
a  decade  of  support,  you  have  indicated  that  these  programs  are 
not  vet  mature  or  indeed  even  capable  of  financial  independence. 

How  can  we  wean  these  programs  from  Federal  support? 

Dr.  Eotbs.  First  of  all,  I  would  like  to  say  for  the  record  that  the 
establishment  of  these  programs  could  not  hava  been  arcomplished 
without  the  Federal  support  in  the  past.  So,  I  think  all  of  us 
associated  with  these  programs  are  grateful  *or  that. 

Changes  in  the  medical  manpower  system  require  a  great  deal  of 
time.  Remember  that  it  takes  7  years  to  get  a  product  through,  and 
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the  sustinence  of  the  program  requires  support  at  all  levels  within 
the  medical  center. 

All  of  us  in  medical  schools  are  aware  of  the  fact  that  the 
student  is  taught  and  learns  from  all  levels  beyond  him.  It  is 
necessary  that  all  levels  of  faculty  be  acquainted  with  family  medi- 
cine and  primary-care  internal  medicine  and  what  it  can  do.  It  is 
not  time  for  this  infiltration  of  information  to  be  complete  in  our 
faculty  at  this  moment.  It  will  require  another  increment  of  5  to  10 
years,  in  my  estimation,  for  this  to  occur. 

In  1978,  I  was  the  chairman  of  an  IOM  committee  that  looked  at 
primary  care,  and  one  of  the  conclusions  of  this  group  was  that 
primary  care  would  never  achieve  equity  until  there  was  some 
solution  to  the  payment  problem.  That  payment  problem,  I  think, 
is  paramount  and  is  necessary  for  the  weaning  of  these  programs 
and  any  other  primary  carelike  programs.  They  are  not  able  to 
sustain  themselves  under  a  system  that  is  competitively  at  their 
disadvantage.  This  is  why  I  stated  that  I  personally  favor  the 
procompetitive  systems  that  are  now  being  proposed,  because  these 
will  encourage  groups  to  put  together  cost  effective  programs  that 
will  be  able  to  compete  competitively  in  the  world  that  is  out  there. 
I  think  that  is  going  to  be  necessary  to  wean  them— the  difference 
in  the  payment  system. 

Mr.  Grossman.  Thank  you. 

I  want  to  thank  all  the  witnesses  on  this  panel. 

Dr.  Stemmler? 

Dr.  Stemmler.  Well,  could  I  make  a  final  comment? 
Mr.  Grossman.  Yes. 

Dr.  Stemmler.  I  want  to  disassociate  myself  for  the  moment 
from  the  Association  of  American  Medical  Colleges  and  from  my 
own  institution  and  speak  only  as  a  private  citizen  who  is  very 
interested  in  the  right  of  access  by  the  public  to  their  elected 
representatives. 

I  think  that  the  hearing  just  ending  has  been  a  disservice  to  that 
process,  due  to  the  absence  of  the  Senators.  I  feel  very  badly  about 
doing  so,  but  I  think  it  needs  to  be  said. 

Thank  you,  Mr.  Grossman. 

Mr.  Grossman.  Thank  you. 

At  this  point  I  order  printed  all  statements  of  those  who  could 
not  attend  and  other  pertinent  material  submitted  for  the  record. 
(The  material  referred  to  follows:] 
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STATEMENT  BY  SENATOR  DANIEL  K.  INOUYE  IN  SUPPORT  OF  CONTINUATION 

OF  THE  NURSE  TRAINING  ACT  TO  COMMITTEE  ON  LABOR  AND  HUMAN  RESOURCES , 

Wednesday,  April  8,  1981 

Mr.  Chairman 

I  am  no  it  pleased  that  your  Committee  is  today  giving  auch 
expeditious  attention  to  the  reauthorization  of  the  Nurse  Training 
Act. 

In  my  judgment,  as  a  nation,  we  have  for  a  long  tine  now,  been 
facing  a  serious  nursing  shortage,  but  we  have  been  extremely  short- 
sighted In  our  unwillingness  to  develop  creative  solutions.  The 
primary  reason  behind  our  reluctance  has  been  our  Inability,  or 
perhaps  our  purposeful  hesitancy,  to  make  necessary  fundamental 
modifications  In  our  current  health  care  delivery  system. 

We  have  always  acted  as  If  nurses  will  always  be  willing  to 
be  treated  as  If  they  were  second-class  citizens,  rather  than  true 
health  professionals.    We  have  passed  laws  assuming  that  they  did 
not  nind  having  others  take  the  glory  and  monetary  remuneration 
for  their  services.     In  short,  we  have  not  bee?,  willing  to  accord 
then  true  professional  dignity  and  recognition.     I  wonder  If  the 
fact  that  98  percent  are  females  Is  not  significant  In  this  regard. 

There  can  be  no  question  that  our  earlier  efforts  to  date  have 
drastically  failed  and  that  no  matter  how  many  dollars  we  continue 
to  spend,  the  constant  turnover  of  qualified  professional  nurses 
will  continued  unabated.     In  fact.  Just  last  year,  in  the  State  of 
Hawaii,  a  joint  Hospital-Nursing  Association  Task  Force  estimated 
that  it  cost  my  constituents  over  $7  million  each  year  merely  to 
replace  those  nurses  in  our  hospital  system  who  have  retired  $7 
million  not  to  train  their  replacements,  but  merely  to  orient  them 


186 


Statement  by  Senator  Daniel  K.  Inouye 
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to  their  new  Jobs,  pay  off  retirement  benefits,  etc.    Clearly  this 
is  an  abaolute  waate  of  much-needed  health  care  Cunds  by  anyone* a 
standards . 

Today,  I  woul*.  Just  like  to  highlight  one  type  of  programmatic 
initiative  that  I  sincerely  hope  will  be  contained  in  your  final 
proposal.    Firat,  there  must  be  a  clear  and  firm  commitment  for 
Advanced  Training  programs.    Our  nation'a  certified  nur*e-midwives 
and  certified  psychistric  nurae  practitioners  in  particular,  have  a 
long  *ind  honorable  tradition  of  providing  high  quality  care.  From 
all  the  evidence  that  I  have  aaen,  rhe  quality  of  their  services 
are  second  to  none,  and  nurse-midwivea  in  particular,  are  actually 
preferred  by  many  American  wou»en  to  their  medical  colleagues  Accord- 
ingly, I  sincerely  fccve  that  your  Committee  recommendations  will  give 
our  Appropriate"  Committee  aufficient  flexibility  so  that  we  might 
actually  increase  our  commitment  to  Advanced  Training  programs  during 
the  next  fiacal  year.     In  thia  regard,  I  would  also  hope  that  you 
would  give  every  consideration  to  directing  the  Health  Care  Financing 
Adminiatration  (HCFA)  to  provide  our  nation's  nursing  schools  with 
sufficient  resources  to  develop  model  "Teaching  Nursing  Homes",  in 
a  manner  compatible  with  that  of  the  traditional  Teaching  Hospital 
Nuraing  home  care  currently  accounts  for  nearly  8  4  percent  of  our 
health  care  expenditurea  end  i»  considered  by  HCFA  to  be  Che  most 
rapidly  growing  category  of  health      re  expenditures      Yet.  1  have 
seen  no  evidence  that  we  really  ha\      n>  long-term  strategy  to  address 
this  growir.g  problem.     In  all  sine*     cy ,  I  ask  who  better  than  our 
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nation's  nursing  schools  have  the  type  of  expertise  necessary 


segment  of  our  population?     In  this  light,  I  also  feel  that  high 
priority  should  be  given  to  providing  Nursing  Schools  with 
Special  Project  support.     For  example,  I  have  recently  become 
quite  aware  of  the  truly  unique  stresses  that  military  nurses, 
such  as  those  who  served  in  Vietnam,  continue  to  experience. 
Unfortunately,   it  would  appear  that  this  population  has  also  been 
largely  overlooked  by  the  medically-oriented  rehabilitation 
programs,  In  this  case  those  of  the  Veterans  Administration. 
Once  again,  I  feel  that  It  is  our  nation's  schools  of  nursing 
that  are  in  the  position  to  truly  address  these  needs,  if  only 
we  would  provide  them  with  sufficient  fi  lancial  resources  In 
summary,   I  honestly  feel  that  our  nursing  programs  possess  the 
potential  for  truly  revolutionizing    our  present  health  care 
program,   if  we  would  only  stop  thinking  of  health  care  as  solely 
the  province      of  doctors  and  realize  that  there  are  many  other 
professional  disciplines  involved. 

If  we  are  truly  cojimitted  to  providing  high  quality  health 
care  to  our  nation's  citizens,  and  especially  to  those  who  are 
traditionally  underserved,  such  as  the  elderly  and  our  youth,  then 
we  must  make  a  firm  commitment  to  increase,  and  not  cut  back,  on 
our  commitment  to  our  nation's  nursing  schools. 


to  adequately  develop  high  quality  teaching  programs  for  this 


188 


Indications  of  the  Projected  Doctor  "Surplus": 
Summary  of  Important  Findings  from 
Four  Recent  Studies 


Jack  Rodgers 
March  13,  1981 
Revised:    March  27,  1981 


U.S.  Department  of  Health  and  Human  Services 
Public  Health  Service      Health  Resources  Administration 
Bureau  of  Health  Professions 
DHPA  Report  No.  81-17 


134 


189 


Introduction 

The  njtbet  of  active  physicians  in  the  United  States  Is  expected  to  increase 
by  roughly  150,000  or  36  percent  during  the  pe^'od  1979-1980.   During  the  same 
period,  physician  density  will  increase  from  185.1  to  277.3  physicians  per 
100,000  population  (U.S.  Department  of  Health  and  Hjnan  Services,  1980a).  The 
implications  of  this  expanded  supply  of  physicians  for  the  access  to  health 
care,  for  the  geographic  distribution  of  general  practitioners  and  for  health 
care  costs  were  the  subjects  of  four  recent  studies  conducted  by  the  Division 
of  Health  Professions  Analysis  (0H>Aj. 

The  purpose  of  this  report  is  to  present  summaries  of  these  two  contract  and 
two  in-house  studies  supported  by  OhPa.    The  summaries  were  taken  from  reports 
written  by  the  principal  researchers.    All  foui  studies  and  their  implications 
for  the  U.S.  health  care  sector  are  being  integrated  in  a  forthcoming 
publication  (U.S.  Department  of  Health  and  Human  Services,  1981). 

The  first  summary  presents  results  from  a  study  by  Professor  James  B.  Ramsey 
of  New  York  University,  entitled  "A  Re-£ valuation  of  Supply  and  Demand 
Concepts  in  Physician  Care"  (Contract  no.  hRA  232-79-0068).    Ramsey  attempts 
to  replicate  the  findings  from  four  past  studies  of  physician  behavior,  three 
of  which  gave  rise  to  various  "supplier-induced-demand"  concepts,   each  data 
set  was  subjected  to  a  oatiery  of  sophisticated  specification  error  tests 
which  are  designed  to  test  for  reliability  of  econometric  models.  Ramsey 
concludes  "-^f  °one  of  the  studies  support  the  "supplier-inouced-demana" 
theory.    I  stead,  the  results  support  the  orthodox  demand-supply  model. 
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The  second  study  summarized  is  a  study  by  Or.  Donald  R.  House,  Resources 
Research  Corporation,  entitled  "The  Study  of  the  Effect  of  Physician  Supply  on 
the  Supply,  Mix  and  Cost  of  Health  Services"  (Contract  No.  HRA  232-79-0101). 
House  demonstrates  that  the  "supplier-induced-demand"  model  which  he  terms  the 
"demand  creation"  model  rests  on  a  relatively  weak  theoretical  foundation.  If 
the  demand  creation  model  is  formally  specified,  its  empirical  predictions  are 
indistinguishable  from  those  of  the  orthodox  demand-supply  model.  Therefore, 
the  demand-supply  model  is  adequate  for  forecasting  the  effects  of  an 
increasing  stock  of  physicians. 

The  third  summary  presents  results  from  an  in-nouse  study  oy  Or.  L.  Jackson 
erown  and  Jack  Reid  entitled  "Are  the  Manpower  Markets  for  General 
^actit loners  working?    Implications  of  New  Evidence  for  Geographic 
Distribution"  COhPA  Report  No.  81-13).    Brown  and  field's  research  results  show 
that  market  forces  are  allocating  general  practitioners  across  counties  They 
conclude  that  the  typical  market  for  CP's  is  in  disequalibrium,  and  new  CP's 
are  being  distributed  into  markets  as  a  result  of  demand  shifts.  One 
important  implication  of  their  research  is  that  the  placement  of  National 
Health  Service  Corps  physicians  in  local  markets  is  a  destabilizing  factor  in 
these  markets. 

The  final  summary  presents  forecasts  from  an  ln-house  study  by  Or.  Jack 
Rocgers  entitled  "Long-Run  Forecasts  of  Physician  and  Hospital  Prices  and 
expenditures"  (UhPA  Report  No.  81-5 J.    Rocgers  uses  an  orthodox  demand-Supply 
model  to  forecast  health  care  prices  and  expenditures.    The  model  forecast* 
that  increases  in  the  supply  of  physicians  during  1975-1990  *ill  eventually 
lead  to  a  decline  in  the  real  price  of  physician  services  and  an  increase  in 
the  once  of  hospital  services. 


191 


A  *E-lVAUiATI<W  of  supply  ano  ociano  concepts 

It;  PHYSICIAN  CARE 

rtmtract  No.  HRA  232-79-0068) 

•lew  York  University,  Professor  James  8.  Ramsey 
Project  Oirector 

Summary 

A  reliable  Model  is  one  which  is  explicitly  derived 
from  a  well-tested  theory  which  in  turn  is  known  to  bo  relevant 
to  the  situation  in  question.     The  simplifications  needed  to 
produce  an  estimable  model  should  be  relevant,  useful,  and 
stable  over  the  estimating,   forecast,      or  policy  period.  The 
data  used  to    estimate  the  coefficient  values  and  to  produce  hypothesis 
tests  must  closely  measure  those  values  which  the  theory  indicates  are 
^of  interest  or  are  contained  in  the  model's  structure.    Valid  statistical 
procedures  must  be  used  and  the  residuals  should  be  tested  fully  for 
the  detection  of  non-randomness. 

The  outcome  of  such  a  process  is  a  reliable  model  and  one  for 
which  one  can  trust  the  theoretically  assigned  probability  levels. 

Clearly,  no  model    is  perfectly  reliable  and  the  policy-maker 
can  have  degrees  of  confidence  in  the  results.    Modest  levels  of  some 
aspects  of  unreliability  can  be  translated  into  modified  probability 
statements,  but  more  serious  levels  of  unreliability  imply  that  little 
in  the  way  of  useful  policy  implications  can  be  drawn.    Indeed,  one 
can  easily  be  in  a  situation  wherein  no  reliance  at  all  can  be  placed 
in  the  empirical  results. 

This  paper  explores  the  reliability  of  four  studies  of  the  market 
for  physicians'  services.    The  area  has  been  a  center  of  controversy 
in  recent  years,  with  several  researchers  contending  that  the  market 
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behaves  nost  unusually,  and  that  supriring  policy  measures  are  therefore 
to  bm  recommended,  in  particular,  that  the  supply  of  physicians  should 
be  restricted  in  order  to  reduce  price. 

Our  work  explores  the  analytical  and  particularly  the  statistical 
reliability  of  work  by  Feldstein  (1970),  Fuchs  and  Kramer  (1972), 
Brown  and  Up  an  (1972),  and  Hixson    (1979)    Their  data  and  estimates 
are  subjected  to  a  battery  of  tests  designed  to  discover  non- randomness  and 
dependence  in  the  residuals.    The  detailed  analysis  of  all  the  alternative 
studies  and  data  sets  is  not    complete    so  chat  a  final  overall  evaluation 
of  these  models  is  not  yet  possible.    Nevertheless,  a  reasonably  clear 
picture  of  the  empirical  situation  is  beginning  co  emerge  from  the 
analysis . 

Fine,  given  the  detailed  analysis  concerning  the  definition  and 
meaaureaent  of  the  variables  involved,  the  outcomes  of  che  specification 
error  tests  and  the  ceats  for  serial  independence,  the  various  experiments 
nin  and  the  sensitivity  analysis,  ic   is  clear  chat  all  the  models  are  Co  some 
extent  or  anocher  misspec if ied .     It  is  further  clear  chat  che  models  proposed 
to  date  are  madequace  to  explain  the  observed  data. 

More  specifically,   it  is  clear  Chat  the  apparent  high  level  of 
auto-correlation  of  che  residuals  must  be  analyzed  and  removed  before  any 
confidence  can  be  had  in  any  of  the  models.     The  observed  serial  patcems  .-aay 
merely  be  due  to  a  complex  auto-regressive  structure  in  che  disturbance 
terms.    What  is  more  likely  is  chat  the  net  effect  of  a  series  of  model 
misepecif icationa  is  producing  che  apparent  result.     For  a  very  simple 
example,  conaider  that  an  important  variable  has  been  omicted  from  che 
regreasion  and  that  its  time  series  structure  is  a  complex  auto-regressive 
one  or  even  a  novmg  average  process.     The  omission  of  such  a  variable, 
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•specially  if  noc  tttiiy  tpproxiatctd  in  ti*m  of  powtrt  of  cht  condicionti 
ttttn  of  cht  dtptndtne  vtritblt,  would  product  cht  cttc  rttulet  obitrvtd  in 
cht  Ftldtctin  tqusciont. 

Stcondly,  cht  rtwovtl  of  Cht  ttritl  indtptndtnet  if  inhtrtnc  in  cht 
diseurbtnet  Ctnnt  could  vtll  lttd  co  significtnc  tnd  highly  infora*civt 
rttulct  from  cht  iptcifictcion  trror  cttci  oact  Cht  itritl  indtptndtnet  is 
rtaovtd. 

Contidtrtblt  tectneion  vts  ptid  Co  cht  dtfinicion  and  ttttturemtnc  of  Cht 
contcicutnc  vtritbltt.  tnd  cht  Orcho  cttcs  indictct  «  furchtr  rttton  for 
ctrt,  contidtrtblt  tvidtnet  of  high  ltvtlt  of  natr-singultricy,  Ont 
ia*tditct  iaplictcion  it  chtc  grttc  ctrt  mute  bt  ctktn  in  uttturing  cht 
vsritblt  vtlutt  tnd  in  choosing  tpproximact  tlgorichm*  for  tvtlutcing  cht 
dtct.    Tht  prtttnet  of  nttx  tingultricy  tnd  intppropritct  tlgorlchma  «ty  «t«k 
cht  prtitnct  of  ochtrvitt  vtlutblt  informacion,    tc  it  tirtady  clttr  Chtc 
aodtsc  tXctrtciont  in  cht  ttc  of  obttrvtciona  uttd  co  obcain  ttciatctt,  or 
scrtighc  forvtrd,  buc  jutcifitd,  aodif ictcions  of  Cht  vtxitbltt  can  htvt  t 
drttcic  iapacc  on  cht  vtlutt,  tignifictnet,  tnd  tvtn  tignt  of  cht 
cotfficitnet.     In  no  tatnntr  of  tpttking  ctn  ont  cltia  chtc  tvtn  t  aodtrtctly 
rtlitblt  aodtl  hst  bttn  obcai~ad. 

Tht  unralitbilicy  of  cht  awdtlt  including  Cht  tttocitctd  tctciicictl 
tssuapciont,  coupltd  vich  t  dubious  stc  of  varitbltt,  attna  chtc  tc  cht 
homqc  no  uttful  thtortcictl  conclutiom  ctn  bt  drtvn.    Tht  bttic  aimpla 
cowptcicivt  ntrktc  modtl  htt  noc  ytc  bttn  rtjtcctd  by  cht  tntlyiit;  chtrt  trt 
coo  many  concoiaaictnc  tnd  tubtctncitl  «ourctt  of  trror  Co  conctnd  vich  for 
ont  co  bt  tblt  co  rttch  tuch  t  conclution. 
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Further,  one  can  aay  even  leas  about  the  implications  of  these  results 
for  more  complete  and  more  sophisticated  versions  o*  economic  theory  which,  £ 
priori  at  leaat.  appear  Co  be  more  relevant  Chan  the  currant  naive 
formulae ion*. 

What  is  abundantly  clear  is  that  the  physician  services  market  is  not  as 
yet  understood  and  there  are  no  reliable  models,  although  Hixson's  model  may 
provide  a  suitable  bese  for  developing  an  improved  analytic  structure.  What 
haa  alao  been  learnt  is  the  urgent  requirement  for  better  data  more  carefully 
measured.    Some  disaggregation  by  sub-markets  is  obviously  required  as  well. 

Policy  guidance  is  inappropriate  from  our  results,  except  to  emphasize 
moat  strongly  that  in  a  aituation  of  great  uncertainty,  extreme  care  must  be 
taken  in  advocating  new  policy,  particularly  counter-intuitive  policy.  The 
uncertainty  of  one's  information  and  its  inherent  risks  need  to  be 
incorporated  in  evaluating  policy  options. 

At  the  moment,  t* e  overall  weight  of  evidence  and  received  theory  would 
indicate  that  the  odda  are  in  favor  of  a  traditional  market  in  physician 
services.    To  put  the  matter  otherwise,  once  a  reliable  model  has  been 
generated  the  odds  are  in  favor  of  that  model  being  consistent  with 
convent  ional  theory , 

If  the  conventional  theory  is  right  an  increaae  in  long-run  physician 
aupply  will  benefit  aLl  conaumers,  but  in  particular  thoie  now  receiving 
marginal  care,  e.g.,  small  towns  and  villagea  in  the  country,    A  decreaae 
will  harm  all  consumers,  but  eapeciaLly  the  marginal  conaumers,  and 
conaumption  items,  for  example,  preventive  health  care  for  children. 
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Ho-».r,  if         for.  of  th.  .upply-induc.d-a.~nd  th.ory  ««.  to  b« 
eort.et  «  incr....  in  ~pply  -ould  incr.M.  -did  e.t.  only  .lightly,  but 
vould  turn  pric...    A  d.cr.*..  ta  phy.ieitt  .upply  would  lowr  car.,  but 
would  low«r  prie..  *»  w«ll;  «t  Uuc  «o  it  i.  el«i«*l. 

B«c«u..  tht  th.or.tic.l  drr.loj-.nt  of  tht  .upply-lnductd  d««od 
h,poth..i.  i.  ineo.pl.tt.  tht  dor.  "b.n.fici.l"  pr.diction.  h.z^dou.. 
but  «t*  th.  b..t  r..ulM  fro.  th.  con.-.r1.  viewpoint  claiMd  by  it. 
proPon.nt.  for  m  -  yt  uad«on.tr«t.d  .itu.tion.    Con..qu.ntly,  w«  if  th. 
odd.  w.r.  «»«n  b.tw«n  r.c.iv.d  th.ory  «nd  th.  .upply-induc.d  d«a«nd 
hypothoi..  on.  mtt  eoncud.  th.t  th.  optU.1  policy  i«  'till  to  •acouraf* 
th.  .upply  of  Phy.ici.u.,  or  «t  Uttt  t.k.  .  n.utr.l  ".nc.    At  gr..t.r  than 
•van  odd.  for  r.c.i».d  th.ory.  th.n  con.um.r.  c.n  b.  wp.ct.d  to  b. 
o».rwh.l«in«ly  b.tt.r  off  by  .occurring  phy.icitn  .upply,  not  di.cour.ging 
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THE  STUM  OF  THE  EFFECT  OF  PHYSICIAN 
SUPPLY  ON  THE  SUPPLY,  MIX 
AND  COST  OF  HEALTH  SERVICES 

(Contract  No.  HRA  232-79-0101) 

Resources  Research  Corporation 
Dr.  Donald  R.  House,  Project  Director 


Today  there  is  a  growing  controversy  concerning  the  effects  continued 


increases  in  the  stock  of  ^^Mcicns  will  have  on  the  medical  marketplace.  The 
controversy  is  evident  cwn  vwthin  the  Department  of  Health  ^nd  Human  Services 
where  the  Graduate  Medical  Educational  National  Advisory  Committee. 
(GMENAC)  forecasts  a  Surplus"  of  physicians  of  70,000  by  1530  while  the  Bureau 
of  Health  Professions  of  the  Health  Resources  Administration  forecasts 
equil'briJM  between  demand  and  supply.  At  stuki  in  this  contioversy  is  the  health 
manpower  poucy  aimed  at  controlling  costs. 


Most  are  aware  of  the  Federal  government's  continuing  attempts  to 


tontnin  he  il t h  care  co^ts.  Between  1955  and  1978,  rising  health  care  expenditures 
increased  the  health  cere  sector's  share  of  GNP  from  4.4S>  to  9.1°o.  The 
controvert.  t»vcr  the  effects  of  a  physician  surplus  L  central  to  a  successful 
containment  policy.  Conventional  wisdom  argues  that  expansion  of  the  stock  of 
physicians  .,'1  enhance  competition  nnd  thereby  promote  lov.er  rates  of  inflation 
in  the  mdusir>.  A  sccord  view  (gaming  rccogmt.on)  argues  that  any  surplus  im!1 
transform  itself  into  unnecessary  increases  in  demand.  In  supp^  t  of  this  school  of 
thought,  one  n.ay  turr.  to  Ire  cec lomies  litcrnturc  uhieh  presents  the  supplier- 
induced  cu.ianU  or  Urgrted  income  hvpothcsis.  This  litrr.iturc  concludes  thnt  an 
excess  supply  of  heaHh  nnn^owcr  will  not  retard  fee  or  pr^co  inci eases  but 
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instead  will  foster  demand  creation,  fueling  inflation  and  ovcmt.Lzalion  of  cure. 
The  existing  maldistribution  will  not  be  improved,  and  a  prudent  cost  containment 
policy  would  reduce  the  growth  rate  of  physician  Supply  and  irrpose  strict  controls 
over  their  geographic  distribution. 

Demand  crcntion  in  this  context  refer?  to  successful  efforts  among 
phv<icinns  to  increase  the  demnnd  for  medical  cr.rc.  For  a  gi\on  stock  of 
physicians,  demand  creation  cffor\s  cause  incrcnsos  in  physicians'  fees  and/or 
ovcru ttli /.«t ion  of  profission.il  su  vices.  Its  intended  purpo  e.  i»  to  enhance  the 
economic  status  of  the  physicmn.  Through  demand  creation,  cncl.  physician  can 
deliver  the  same  quantity  of  care  but  at  higher  fees.  These  higher  fees  merense 
or  at  least  maintain  the  net  income  of  the  practice  in  spite  of  the  growing 
physician  Mock.  Believing  that  ph>s»cians  mi^M  never  be  satisfied  will  p  cscnt 
incomes,  some  argue  that  th.sy  M.^nlain  a  laigclcd  income  which  places  a  limit 
upon  demand  crention  efforts.  1'ach  ncu  medical  school  grnd  »ntc  brings  to  the 
marketplace  a  r.cw  targeted  inccnc  which  must  be  net  with  additional  h  filth 
care  expenditures,  fev.rr  physio^ns  rnenns  fcv>cr  targets  .'in J  a  reduced  tcalth 
core  bi'l  for  society.  Tl.i>  theory  therefore  rnphes  that  a  smaller  stoc*  of 
physicians  serves  ns  a  viable  eost-containrncnt  policy. 


appeal.  Thcic  exist  studies  *hich  show  that  .  tic.c  there  arc  more  sur^'i  :ns,  there 
is  more  surgery;  where  there  arc  more  hospital  beds,  thc-c  a-c  more 
hospitalizations.  The  fact  thil  physician  fees  »vp?tn  to  be  h.jVr  uhm-  tm  ie  are 
more  physicians  per  capita  is  tiroof  enough  for  many  that  the  demand  creation 
model  is  valid.  Yet  accepting  or  rrjecting  an>  theory  is  much  ^orc  ir.vohed  than 
v  hat  this  implies.  To  br  reliable,  a  model  miM  support  predictions    huh  nrc 
consi>tr»t  f.ith  cmpincal  facts.  »\nd  to  derive  those  pr,    clu-i.s,  the  model  must 
be  complete,  logical,  and  thoroughly  understood 


On  a  superficnl  level  the  demand  ci.'it  on  approach  his  substantial 
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Purpose  of  the  Report 

This  research  evaluates  the  demand  creation  school  of  thought  as 
represented  in  the  economics  literature.  Demand  creation  had  its  beginnings  as  a 
serious  cvplanation  of  physician  behavior  in  1970  and  has  evolved  through  a  small 
number  of  contributors.  And  since  the  Congress  must  consider  health  manpower 
legislation,  it  is  necessary  to  determine  n!uit  pror.ii<c  the  demand  creation 
abroach  af'ords.  This  economics  literature  is  the  only  substantive  material 
offering  demand  creation  analysis  of  the  u»cdie.al  market.  As  an  alternative 
theory  with  some  legitimacy,  the  Bureau  of  Health  Professions  must  consider  U  r 
possible  use  of  demand  creation  in  forcca-lmg  the  impact  of  the  growing  stock  of 
physicians  upon  the  future  medical  market.  This  research,  therefore,  must 
evaluate  the  demand  creation  model  and  issue  recommendations  to  the  Hurcau  nf 
Health  Professions  regarding  the  advisability  of  adopting  the  dui.n.id  creation 
modci  as  a  forecasting  tool.  The  results  lend  judjmuit  rcgardn-e  the  continuo  >cc 
of  current  policy  as  a  means  of  controlling  costs. 

Research  Methods 

Evaluation  of  the  demand  creation  model  begins  v»ilh  *r\  .u-depth 
examination  of  the  foundational  literature.  Finding  the  model  ir.r.irplete,  no  a 
theory  was  developed  which  would  permit  empirical  Usts  as  a  b  ,,is  for  model 
selection.  Ti*rcc  theoretical  models  of  physician  behavior  were  re  >tniotcd,  un 
orthodox  demand-supply  rnox'ol,  a  demand  creation  mo^cl,  and  an  i  \;  jnded 
demand-supply  model  with  patient  waiting  ti-nc.  Due  to  the  Ucl  u   i!  mfficutU 
of  the  material,  the  models  arc  contained  in  a  companion  volume  entitled, 
"Theories  of  Physician  Bchawor:  Demand  Creation  and  Its  Attcrn  tWvcs." 
Properties  of  these  tlirec  models  arc  evplorcd  as  arc  the  major  tu**  of  evince 
which  such  models  are  asked  to  explain.  Data  sources  sufficient  to  distinguish 
among  the  three  models  were  unavailable.  We  have,  hcv.evcr,  rVnlcpCd  extrude 
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d.rcct.ons  for  the  construction  of  future  data  sets  vshich  w.ll  support  the 
necessary  tests.  The  Bureau  of  Health  Professions'  forecasting  model  and  its 
undcrlyng  premies  are  revoked  .n  the  context  of  cmt.ng  support  for  the 
dcrrand  ercat.on  approach  and  the  1990  responses  to  the  future  ph»,C,an  stock 
are  considered. 

Results  awl  R cepinj'jenclH lions 
The  demand  crcat.on  model  IS  incomplete  for  two  reasons.  First,  it  is 
based  on  a  relatively  weak  foundation.  Second,  the  model  itself  is  no.  closed,  i.e., 
add.tional  relations  must  be  spccif.ed  for  the  model  to  yield  predictions 
concerning  physician  behavior.  The  completed  version  of  the  model  makes 
predictions  wh.ch  are  generally  ind,s«mSu,shablc  horn  the  orthodox  demand-supply 
model.  The  exccpt.on  .5  that  in  prcd.ctions  of  the  impact  of  a  Browing  physician 
stock  upon  fees,  the  demar-d  creation  model  «  consistent  v,,h  cither  increases  or 
decreases  in  fees  »>«.  ««  stock  of  physicians  mercasc.  Surpns.ngly,  the  demand 
orcat.on  n  ode's  iscrc  d  -loped  as  an  cxplanaUon  of  the  emp.r.cal  pos,«-.vc 
relation  between  phy«,oi-n  density  and  fees  hu,  as  ».  have  shown,  these  models 
are  consent  with  any  cnpincal  fact.  In  add„cn,  when  asked  to  consider  other 
equally  important  evidence,  the  models  become  troublesome  and  inaccurate. 

The  demand  creation  mode!  when  completed  cannot  cxpla.n  any 
cmp.rical  facts  no,  cxpta.ncd  hy  an  expanded  demand  supply  model.  Accord,.*!* 
,he  Bureau  of  Health  Protons  ,s  advised  to  eon.mue  Usmg  'he  orthodox 
demand-supply  forecast^  methods.  A,  present,  ,hcrc  is  ,nsutt,c,cnt  re,-,  to 
adopt  a  demand-crcat.on  model  for  foreeastrng  the  futu.c  effects  of  4  gro,n,g 
PMC*  stock.  Centred  pohcy  c.p.nd.ng  tins  stock  ,,11  oe  succcssfu!  ,n  both 
.cdueng  «nat.on  in  the  health  care  sector  and  >mprov,nS  the  geograph.cal 
distribution  of  ph>s  cir.ns. 
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ARE  THE  MANPOWER  MARKETS  FOR  GEHERAL  PRACTITIONERS  WORKING7 
IMPLICATIONS  OF  NEW  EVIOENCE  FOR 
GEOGRAPHIC  DISTRIBUTION 

(OHPA  Report  No.  81-13) 
Or.  L.  Jackson  8rown  and  Jack  Reid 

Summary 


Are  market  forces  allocating  general  practitioners  geographically?  The 
evidence  generated  from  this  study  indicates  the  answer  is  yes.    This  sunnary 
will  briefly  review  that  evidence  and  identify  those  conclusions  that  can  and 
those  that  can  not  be  drawn  from  the  evidence. 

The  approach  that  this  study  used  to  address  the  research  question  is  as 
follows:-   First,  equations  representing  causal  (structural)  models  of  medical 
services  markets  in  equilibrium  and  different  types  of  disequl ibrium  were 
developed.    Next,  these  models  were  solved  for  their  reduced-form.  Finally, 
this  set  of  reduced-form  equations  was  further  analyzed  te  derive  the 
empirical  patterns  one  would  expect  to  see  under  circumstances  of  equilibrium 
and  disequilibrium.    This  led  to  a  series  of  p,  .dictions  concerning  the  size 
and  sign  of  certain  regression  coefficients  and  the  behavior  of  the  error 
terms  under  conditions  of  correct  specification  and  of  misspecif ication  of  the 
reduced-form  equations.    These  predictions  follow  logically  from  the  original 
structural  models  and  allow  the  construction  of  hypotheses  that  discriminate 
empirically  between  markets  in  equilibrium  and  markets  in  disequilibrium. 
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Four  separate  hypotheses  emerged  from  the  analysis.    One  described  the  pattern 
of  empirical  events  that  would  occur  if  markets  were  in  equilibrium  and  no 
other  misspecif  ications  were  embedded  in  the  model.    Another  described  the 
pattern  if  markets  were  in  disequilibrium  and  the  model  was  otherwise 
correctly  specified.    A  third  and  fourth,  described  the  empirical  patterns 
expected  it  miss  pec  if ications  other  than  equilibrium/disequilibrium  conditions 
were  committed. 

To  test  these  hypotheses,  the  number  of  GP's  in  all  non-SMSA  counties  in  the 
United  States  was  analyzed  usin9  linear  regression.    The  empirical  results  of 
that  analysis  overwheml ingly  contradicted  the  predictions  of  all  but  the 
hypothesis  of  disequilibrium.  Thus,  the  hypothesis  of  equilibrium  and  the  two 
on  other  forms  of  misspecif i cation  can  be  rejected  in  favor  of  the  hypothesis 
that  markets  for  GP's  are  in  long-run  disequilibrium  and  that  they  are 
adjusting  to  market  forces  engendered  by  exogenous  changes  in  demand. 

The  study  was  then  extended  to  an  analysis  of  the  market  behavior  exhibited  by 
three  different  t>pes  of  counties:-    Those  designated  by  the  Federal  Government 
as  physician  shortage  counties  and  staffed  with  a  physician  under  the  National 
Health  Service  Corps  program;  Those  counties  so  designated  but  not  staffed; 
And  those  counties  not  designated  as  shortage  counties.    Events  had  created 
the  conditions  of  a  quasi -experiment.    Each  group  of  counties  was  analyzed 
with  data  from  1975,  before  NHSC  physicians  had  been  placed.    Then  each  was 
re-analyzed  with  1978  data  after  NHSC  placements  had  occurred  in  the  one  group. 


ERJ.C 


202 


Th«  results  of  the  analysis  for  two  groups  of  counties,  those  not  designated 
and  those  designated  but  not  staffed,  were  very  similar  to  previous  results. 
They  were  1n  disequilibrium  adjusting  at  about  the  same  speed  found  1n  the 
overall  analysis.   Moreover,  their  behavior  did  not  change  much  between  1975 
and  1978  indicating  that  no  structural  change  1n  causal  forces  had  occurred  1n 
the  Interim, 

This  was  not  the  case  for  the  counties  that  had  been  both  designated  as 
shortage  areas  and  staffed  with  NHSC  physicians.    In  contrast  to  other 
counties,  these  counties  were  not  showing  market  adjustment  activity  1n  1975. 
Instead  they  were  essentially  static  Indicating  they  were  1n  long-run 
equilibrium  at  a  time  other  counties  were  losing  GP's,    But,  when  these 
counties  were  examined  with  1978  data  a  marked  change  was  observed.    At  that 
time,  they  were  in  disequilibrium  showing  the  most  rapid  adjustment  of  any 
group  of  counties  studied. 

Thus,  the  results  indicate  the  two  groups  of  counties  in  which  Intervention 
did  not  occur  were  very  similar  to  one  another  1n  their  market  behavior  and 
also  very  similar  to  the  behavior  of  all  non-SMSA  counties.    In  addition  they 
showed  no  structural  change  over  the  time  period.    In  contrast,  the  counties 
that  had  experienced  intervention  between  1975  and  1978  were  dissimilar  to  the 
other  markets  in  their  behavior  before  the  Intervention  (i.e.,  they  were  In 
equillbri urn  while  the  others  were  not)  and  experienced  marked  structural 
change  afterwards  (i.e.,  they  were  then  1n  disequilibrium  and  adjust^g 
rapidly).    The  plxement  of  NHSC  physicians  was  the  only  apparent  change  that 
affected  these  groups  of  markets  differentially. 
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What  conclusions  can  be  drawn  from  all  of  this?   First,  these  results  offer 
strong  evidence  that  market  forces  are  allocating  general  practitioners  across 
counties.   The  final  estimating  equation  and  the  empirical  patterns  predicted 
were  derived  from  an  original  structural  model  in  which  supply  is  endogenously 
responding  to  exogenous  demand  shifts.   Not  only  can  it  be  determined  that  the 
markets  for  general  practitioners  are  functioning,  their  speed  of  adjustment 
can  be  estimated  since  the  coefficient  that  indicates  that  speed  is  derived 
from  an  original  structural  with  that  same  interpretation. 

The  fact  that  other  types  of  physicians  or  the  quantity  of  medical  services 
were  not  observed  argues  for  care  in  drawing  inferences,  but  it  Joes  not 
invalidate  the  conclusions  thus  far  drawn.    Even  If  other  types  of  physicians 
are  substituting  for  general  practitioners,  the  fact  remains  that  GP's  are 
flowing  into  and  out  of  counties  and  a  market  disequil ibrlum  model 
rationalizes  that  flow.   What  can  not  be  said  is  whether  the  net  quantity  of 
medical  services  or  the  total  number  of  physicians  in  a  market  are  increasing 
or  decreasing.   That  would  require  arguing  past  the  evidence. 

Second,  the  results  offer  strong  evidence  that  the  placement  of  NHSC 
physicians  in  a  market  is  retarding  the  replacement  by  market  forces  of 
general  practitioners  subsequently  lost  to  the  market  area.    This  follows  from 
the  fact  that  an  endogenously  adjusting  supply  in  the  presence  of  exogenous 
demand  shifts  is  not  sufficient  to  explain  the  structural  change  that  occurred 
in  that  group  of  markets  after  NHSC  physicians  were  placed  there.  Instead, 
one  must  argue  that  it  is  the  exogenous  shift  in  supply  due  to  the  placements 
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that  is  driving  the  system  by  throwing  those  markets  into  a  condition  of 
excess  supply.    Market  forces  are  attempting  to  reduce  that  excess  by 
retarding  the  market  replacement  of  GP's  leaving.   Those  who  would  quarrel 
with  the  market  explanation  are  left  to  come  up  with  a  consistent  and  explicit 
alternative.    Along  that  line  it  doesn't  seem  reasonable  to  argue  that  a 
disjunctive  leap  in  the  trends  in  demand  has  occurred  for  some  mysterious 
reason  in  only  one  set  of  markets. 


Here  again,  with  this  conclusion,  care  must  be  taken  not  to  argue  past  the 
data.   All  physicians  were  not  observed,  therefore,  one  cannot  argue  that 
total  physician  manpower  has  decreased  (or  increased  for  that  matter),  much 
less  the  quantity  of  medical  services  delivered.    But  one  can  argue  that 
whatever  the  total  manpower  is,  it  is  less  than  it  would  have  been  if  market 
forces  were  not  retarding  replacements,  and  that  should  placements  cease  the 
the  tendency  would  be  to  return  to  the  appropriate  long-run  equilibrium 
associated  with  existing  demand  conditions. 
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LDNG-RUN  FORECASTS  DF  PHYSICIAN  AND 
HOSPITAL  PRICES  AND  EXPENDITURES 


{OHPA  Report  No.  81-5) 


Dr.  Jack  Rodgers 


This  study  reports  the  use  of  an  econometric  model  to  forecast  health  care 
prices  and  expenditures.    The  model  represents  the  current  status  of  research 
conducted  1n  the  Bureau  of  Health  Professions  for  several  years.    The  object 
of  this  research  1s  to  develop  a  capability  to  forecast  national  health  care 
prices  and  expenditures  1n  each  of  the  major  service  categories— dental , 
physician,  hospital,  pharmacy,  and  long-term  care.    Forecasts  of  dental  prices 
and  expenditures  have  been  reported  elsewhere  (Hlsxon,  198D;  Hlxson  and 
Mocnlak,  1980).   The  specification  of  an  econometric  model  of  physician  and 
hospital  services  has  also  been  documented  previously  (Hlxson,  1979).  The 
empirical  basis  of  this  Bureau  of  Health  Professions  econometric  model  1s  a 
set  of  national  time  series  data  for  the  years  1949-75  which  1s  based  on 
standard  series  reported  and  updated  annually  1n  the  Statistical  Abstract  of 
the  United  States  and  other  common  sources. 

Forecasts  from  the  econometric  model  are  presented  1n  Table  1.  Each 
forecasted  value  is  Indexed  to  the  base  year  1975  to  facilitate  comparison  of 
changes  over  the  forecast  period.    The  real  price  of  physician  services  1s 
forecast  to  fall  by  7.7  percent  between  1975  and  1990  while  the  real  hospital 
price  level  rises  20.3  percent  during  the  same  period.    Partially  because  of 
these  price  changes,  the  quantity  of  physician  services  rises  by  52.8  percent 
while  the  quantity  of  hospital  services  rises  only  34.4  percent. 
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Since  cost  containment  ts  currently  an  Important  national  policy  goal,  total 
and  per  captla  expenditures  on  health  care  services  are  of  great  Interest. 
The  model  forecasts  a  41.0  percent  Increase  in  expenditures  on  physician 
services  (which  1s  23.7  percent  on  a  per  capita  basis)  and  a  61.7  percent 
Increase  in  expenditures  on  hospital  services  (which  1s  41.8  percent  on  a  per 
capita  basis). 

The  forecasts  from  the  model  described  in  this  paper  reflect  the  effects  of 
increases  in  both  resources  and  regulations.    As  a  result  of  increased  medical 
school  enrollments,  the  stock  of  physicians  will  increase  through  1990  and 
beyond.    During  the  recent  past  and  into  the  foreseeable  future,  growth  in 
beds  and  other  hospital  assets  will  be  controlled  by  Certificate  of  Need  and 
other  devices.    The  result  is  downward  pressure  on  prices  1n  the  physician 
services  sector  with  continued  increases  in  hospital  prices.    The  forces  on 
hospital  demand  will  include  increased  population,  increased  income,  and 
falling  real  prices  for  physician  services. 

The  model  can  be  used  to  show  how  changes  in  tne  number  of  physicians  and 
hospital  beds  will  affect  long-run  developments  and  the  price  quantities  of 
physician  and  hospital  services.    The  comparative  statics  of  a  four-equation, 
two-market  system  are  somewhat  more  complicated  than  that  for  the  single 
market  with  two  equations.    For  instance,  a  decrease  in  the  number  of 
physicians  will  increase  the  price  of  physician  services  in  the  single  market 
with  no  interaction.    In  the  four-equation  model,  a  decrease  in  price  for 
physician  services  decreases  the  demand  for  hospital  services  thus  putting 
downward  pressure  on  the  price  for  hospital  services. 
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Table  2  shows  how  changes  1n  the  numbers  of  physicians  and  hospital  beds 
affect  the  1990  equilibrium  real  prices  and  quantities.    A  10  percent 
reduction  in  1990  stock  of  physicians  (shown  as  Alternative  1  in  Table  2)  will 
increase  the  1990  price  of  physicians  to  95.9  compared  with  the  baseline 
(Table  1)  forecast  of  92.3.    A  10  percent  reduction  in  the  1990  stock  of 
physicians  decreases  the  hospital  price  below  the  forecast  in  Table  1  (111.4 
capared  with  120.3).    As  might  be  expected  the  quantity  of  physician  services 
declines.    However,  the  quantity  of  hospital  services  also  shows  a  decline 
relative  to  the  baseline  forecasts. 

An  increase  in  the  number  of  hospital  beds  (shown  as  Alternative  2  in  Table  2) 
causes  the  real  price  of  hospital  services  to  fall  relative  to  1975  and 
relative  to  the  baseline  1990  forecasts.    The  1990  real  physician  orices 
increase  slightly  above  those  in  Table  1.    Quantities  of  both  physicians  and 
hospital  services  increase  relative  to  the  baseline  forecasts. 

At  present  the  Graduate  Medical  Education  National  Advisory  Committee  (GMENAC) 
is  recommending  a  reduction  in  enrollments  at  medical  colleges  (U.S. 
Department  of  Health  and  Human  Services,  1980b).    The  result  of  such  a  policy 
change  would  be  higher  prices  for  physician  services  than  will  be  the  case  if 
enrollments  continue  along  present  trends.    On  the  other  hand,  the  model 
predicts  that  a  smaller  stock  of  physicians  will  reduce  the  demand  for 
hospital  se-vices. 
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Caution  must  be  exercised  1n  Interpreting  the  results  of  a  time  series 
econometric  model  based  on  so  few  observations.    The  forecasts  and  comparative 
static  results  presented  above  should  be  viewed  as  only  rough  indicators  of 
certain  forces  at  work  1n  the  health  care  Industry.    For  Instance,  since  the 
model  Includes  only  one  measure  of  hospital  physical  capital,  beds  are 
probably  a  proxy  for  total  physical  assets.    Thus,  the  model  should  be 
Interpreted  as  Indicating  how  changes  1n  hospital  capital  will  affect 
movements  1n  equilibrium  real  prices  and  quantises.    Also,  the  model  Is  too 
highly  aggregated  to  show  how  changes  1n  the  complicated  regulatory 
environment  will  affect  future  outcomes.    For  example,  supply  responses  to 
price  changes  may  be  prevented  by  certlf 1cate-of-need  requirements  or  other 
governmental  controls. 

These  weaknesses  notwithstanding,  the  forecasts  indicate  that  strong  forces 
are  at  work  in  the  health  care  market  place  which  result  fran  the  Increasing 
number  of  physicians  and  controls  on  investment  in  physical  capital. 
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Table  1 

FORECASTS  OF  NATIONAL  HEALTH  CARE  PRICES 
AND  EXPENDITURES 
(1975  »  100.0) 


PHYSICIAN  SERVICES 


Per  Capita 

Prl ce  Quantity  Expenditures  Expenditures 


1975 

100.0 

100.0 

100.0 

100.0 

1980 

97.6 

117.1 

114.3 

109.9 

1985 

94.6 

135.1 

127.8 

117.2 

1990 

92.3 

152.8 

141.0 

123.7 

Annual  rate 

of  Change: 

1  Q  7C    1  OH  ft 

-0.4 

3.Z 

2.7 

1.9 

1975-1990 

-0.5 

2.8 

2.3 

1.4 

HOSPITAL 

SERVICES 

Per  Capita 

Price 

Quantity 

Expenditures 

Expenditures 

1975 

100.0 

100.0 

100.0 

100.0 

1980 

110.3 

111.2 

122.7 

117.9 

1985 

117.3 

122.0 

143.1 

131.2 

1990 

120.3 

134.4 

161.7 

141.8 

Annual  Rate 

of  Change: 

1975-1980 

2.0 

2.1 

4.1 

3.3 

1975-1990 

1.2 

2.0 

3.2 

2.3 
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Table  2 
COHPARATIVE  STATICS 
(1975  «  100.0) 


Altcrnatl  ve 

0 
1 
2 


1990 
Prices 

92.3 

95.9 

93.1 


1990 
Quantity 

152.8 

142.6 

153.7 


1990 
Expenditures 

141.0 

136.7 

143.1 


HOSPITAL  SERVICES 


1990 
Prices 

120.3 

111.4 


1990 
Quantity 

134.4 

132.8 


1990 
Expenditures 

161.7 

148.0 


0:    1990  Table  1  values 

1:    1990  stock  of  physicians  Is  ten  percent 

below  1990  Table  1  values.    (Beds  at  Table  1  value) 

2:    1990  stock  of  beds  Is  at  1975  level.  (Physicians 
at  Table  1  value) 
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t  omunoii  or  tmuam  vmuuaY  mmdul  oocxaots 

*mm  .  tmriiMR,M  -  n— mm  ri_  — i 


April  13.  1*1 


Ths  Honorabit  Orrin  Hatch.  Chairman 
Committtt  on  Ubor  and  Human  Xtsourets 
United  tutee  lanatt 
Washington,  ac.  ttllO 

Dear  Senator  Hatcf 

Enclosed  la  a  ststement  or  tht  Association  or  A  mart  can  Veterinary 
Medical  CoUefce  which  wa  reepectfuUy  request  ba  included  in  tht  record  or 
hearings  of  tha  Commit  tea  on  Ubor  and  Human  Resource*  on  ft.  ?N.  Tht 
Association  or  Amartcan  Vttarlnary  Medical  CoUafta  it  concarnad  that 
national  health  profatafona  aducatlon  policy  It  being  developed  on  tha  batit  of 
tht  supply  or  physicians  and  tha  rt  port  ad  t  amine  or  physicians.  Many 

hsalth  profsssions  havt  different  circumsttneat.  and  thtlf  students  and 
schools  hava  difftrtnt  nttds  from  thoat  of  mtdtesl  studanU  and  madiccl 
schools.   Wt  sport  cists  this  opportunity  to  txprstt  soma  of  tha  probstrnt  and 
natd»  of  vttarlnary  medical  students  and  schools. 

Whilt  wt  hoot  wc  may  havt  an  opportunity,  along  with  soma  or  tht 
othtr  htalth  proftaslons  associations,  to  matt  with  you  and  discuss  soma  of 
our  unique  problems,  wt  will  *pprtctttt  tht  tncloaad  atatamant  b»inf  mada  a 
part  or  tha  record  or  htarinfs  on  &  Tit.  Wa  will  ba  pleased  to  work  with 
you  and  tha  commit  tat  staff  to  dtvtlop  specific  proposals  for  amtndmtnts  to 
tccompUsh  tht  purpoats  or  our  recommendations.  Thank  you. 

Sinctraly. 

W.  M.  Dtcktr,  D.V.M. 
WaaNnfton  Representative 
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The  Association  of  American  Veterinary  Medical  Colleges  appreciates 
th  opportunity  to  submit  this  statement  for  the  record  of  hearings  of  the 
Senate  Committee  on  Labor  and  Human  Resources.    The  Association  of 
American  Veter_.iary  Medical  Colleges  includes  in  its  membership  the  twenty- 
five  schools  and  colleges  of  veterinary  medicine  currently  in  operation  and 
two  developing  colleges. 

S.  799  proposes  significant  departures  from  the  current  national  health 
professions  education  policy.    We  have  two  major  areas  of  concern  we  wish 
to  express.   One  coce;n,  our  first  priority,  is  for  the  students,  their  abilities 
to  finance  their  education,  and  the  prospects  of  only  those  of  very  significant 
financial  means  having  access  to  ^  veterinary  medical  cureer.    Secondly,  we 
are  concerned  that  the  elimination  of  institutional  support  mechanisms  will 
result  in  poorer  quality  educational  programs  and  reduction  in  enrollment, 
i.e.,  reduced  educational  opportunities  for  students. 

In  the  past  few  decades,  startling  changes  have  occurred  in  the  veterinary 
medical  profession.    While  the  original  and  most  obvious  service  —  the  delivery 
of  direct  health  care  to  animals  and  the  relationship  of  that  service  to  food 
supplies  and  the  nation's  economy  —  remains  a  basic  and  vital  function,  it  is 
but  one  part  of  a  larger  responsibility.    Thousands  of  veterinarians  work  for 
governmental  agencies  at  all  levels,  helping  to  implement  regulations  designed 
to  assure  that  only  safe,  wholesome  animal  products  are  marketed  for  human 
consumption.    Others  are  involved  in  public  health  matters  such  as  controlling 
and  preventing  the  direct  hazards  to  human  health  from  transmissible  animal 
diseases  and  the  danger?  arising  from  toxins  and  environmental  pollutants. 
Comparative  medicine,  that  area  of  study  that  deals  with  the  interface 
between  animal  and  human  medicine,  demands  the  skills  and  attention  of 
investigators  trained  in  schools  of  veterinary  medicine.    If  those  on  the  front 
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lines  of  veterinary  medical  activity  are  to  have  the  knowledge  and  tools  to 
perform  effectively,  research  in  the  laboratories  and  in  the  field  must  be 
relentless,  and  it  must  be  pursued  by  highly  trained  professionals. 

Veterinary  medicine  is  a  biomedical  science  of  such  breadth  that  its 
members  are  now  among  those  best-equipped  to  deal  effectively  with  the 
complex  interrelationships  among  human  beings,  animals,  and  the  environment. 
If  society  is  to  continue  to  benefit  from  advances  in  veterinary  medicine, 
there  must  be  no  lapse  in  the  quality  of  those  trained  to  pursue  it.  Currently 
about  8,150  students  are  enrolled  in  twenty-five  colleges  and  schools  of 
veterinary  medicine  in  the  United  States.    About  1,950  new  veterinarians  will 
be  graduated  this  year.    Clearly,,  any  significant  reduction  in  the  quality  of 
training  would  impair  a  vital  national  resource.    Nevertheless,  several  factors 
are  threatening  to  do  just  that,  foremost  among  them  the  financial  squeeze. 

The  cost  of  veterinary  medical  education  ranks  among  the  highest  in 
the  health  professions,  far  beyond  the  amount  that  can  be  recovered  from 
tuition  and  other  usual  sources  of  college  income.    Twenty-one  of  the  veter- 
inary medical  colleges  are  in  state  universities,  and  these  states  cannot  be 
expected  to  continue  to  finance  the  major  part  of  the  nation's  costs  for 
veterinary  medical  education.    Like  schools  devoted  to  training  physicians, 
veterinary  medical  colleges  maintain  a  high  ratio  of  faculty  to  students, 
particularly  in  the  clinical  aspects  of  training,  veterinary  schools  face  high 
costs  in  recruiting  and  maintaining  high  quality  faculties,  they  must  provide 
expensive  laboratories  and  equipment  for  teaching  the  full  range  of  biomedical 
sciences,  and  they  must  provide  those  vital  arenas  of  instruction,  modern 
teaching  hospitals. 

Unlike  their  counterparts  in  human  medicine,  those  responsible  for 
training  veterinarians  must  prepare  their  students  to  deal  with  complex 
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health  problems  of  not  one  but  many  species.    They  must  do  this  without 
access  to  some  major  sources  of  income  available  to  medical  schools.  Most 
significant  for  animal  health  care,,  there  are  no  third-party  payer  systems 
available  to  owners  of  animals  requiring  medical  care.    This  results  in 
severely  limiting  the  service  income  of  veterinary  medical  teaching  hospitals. 
Income  in  such  hospitals  rarely  provides  more  than  half  the  needed  support. 

With  costs  of  veterinary  medical  education  approaching  $20,000  per  year 
per  student,  it  would  be  folly  to  presume  that  the  students  can  carry  the 
major  part  of  the  financial  burden  of  their  education.    While  physicians  are 
often  seen  as  able  to  command  high  incomes  and  therefore  repay  large 
educational  debts,  the  situation  for  veterinarians  is  quite  different.  Starting 
salaries  average  about  $18,500. 

In  most  respects,  we  believe,  the  previous  health  manpower  laws  have 
been  effective  in  achieving  the  national  priorities  in  veterinary  medical 
education.    Capitation  grants  have  provided  funds  which  could  be  used  to 
improve  the  quality  of  educational  programs.    The  declining  level  of  capitation 
grant  funds  in  recent  years  has  resulted  in  many  losses  which  reflect  immedi- 
ately on  educational  quality,  and  they  include  reduced  purchases  of  library 
books  and  other  autotutorial  resources,  reduced  employment  of  technicians  to 
aid  the  faculty,  and,  in  some  cases,  reductions  in  faculty  numbers.  We 
believe  the  decisions  to  terminate  institutional  support  will  continue  to 
reduce  the  quality  of  education  unless  alternate  sources  of  such  funding  are 
developed.    The  limited  f»nancial  resources  of  the  states  make  it  improbable 
that  many  of  them  will  be  in  a  position  to  provide  increased  financing  for 
veterinary  medical  education.    This  leaves  the  burden  largely  with  the 
students,  so  student  financial  aid  will  become  even  more  important  for  the 
future. 
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Capitation  grants  have  also  helped  provide  access  to  veterinary  education 
to  students  from  all  states,  although  veterinary  schools  exist  in  oniy  24 
states.    One  likely  result  of  the  elimination  of  capitation  grants  will  be 
reduced  educational  opportunities  for  students  from  states  without  veterinary 
schools.  This  will  probably  contribute  to  geographic  maldistribution,  particularly 
in  large-animal  medicine.    Current  public  concern  over  levels  of  state  spending 
inhibits  sufficient  expansion  of  state  appropriations  for  veterinary  medical 
education.   To  attempt  to  close  the  income-cost  gap  by  further  limiting  the 
enrollment  of  out-of-state  students  would  be  tempting  but  shortsighted. 
Because  of  the  geographic  locations  of  the  institutions,  many  states  would  be 
underserved,  and  entire  regions  of  the  country  would  be  shortchanged. 

Please  consider  the  following  recommendations  for  amendments  to  S.  799: 
We  are  pleased  to  see  that  S.  799  proposes  to  continue  the  institutional 
financial  distress  grants.    Without  this  source  of  funds  in  recent  years  the 
School  of  Veterinary  Medicine  at  Tuskegee  Institute  could  not  have  continued 
as  an  accredited  veterinary  medical  college.    That  school  serves  a  unique 
role  in  veterinary  medical  education  and  contributes  through  its  distinguished 
faculty  in  many  significant  ways  to  the  advancement  of  veterinary  medicine. 
It  must  have  this  source  of  financial  assistance  until  it  can  complete  currently 
planned  operational,  managerial  and  financial  reforms.   We  recommend  changes 
in  S.  799  in  accord  with  the  April  8  testimony  of  Dean  Walter  Bowie  to 
make  this  program  a  continuing  effective  means  of  assistance  to  Tuskegee 
Institute  and  other  health  professions  schools  in  similar  circumstances. 

Continuation  of  the  Health  Professions  Student  Loan  Program  is  extremely 
important  to  veterinary  meoical  students  since  it  provides  a  major  source  for 
them  of  moderate  interest  rate  loans.   We  are  pleased  to  see  that  S.  799 
proposes  to  extend  the  HPSL  program;  however,  we  believe  it  is  essential 
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that  S.  799  provide  for  continuing  appropriations  so  that  students  in  existing 
and  developing  schools  may  rely  on  this  source  of  loan  support.  Without 
continuing  appropriation  authority,  access  to  HPSL  loans  will  be  available  to 
only  a  very  few  students,  probably  only  those  who  have  borrowed  from  this 
source  in  the  past.    Unless  loans  are  available  from  this  source,  students  will 
be  forced  to  seek  high  interest  rate  Health  Education  Assistance  Loans, 
which  is  an  unsatisfactory  alternative.    New  graduates  with  massive  high 
interest  rate  loans  to  repay  will  be  forced  to  select  the  highest -paying  jobs. 
Economic  factors  will  prevent  them  from  taking  jobs  in  which  service  may 
be  more  essential  or  continuing  their  education  for  service  in  currently 
undersupplied  specialities.    Notions  we  hear  regarding  reducing  student 
finnncial  aid  programs  simply  do  not,  in  our  opinion,  recognize  the  realities 
of  current  costs  of  health  professions  education.    The  Health  Professions 
Student  Loan  program,  with  provisions  for  loan  forgiveness  for  specified 
professional  service,  and  *.hc  Guaranteed  Student  Loan  program  have  been  of 
major  nssistunce  to  veterinary  medical  students.    We  believe  that  these 
programs  must  be  continued  and  expanded,  especially  in  view  of  the  diminished 
institutional  support  and  the  increases  in  the  students'  share  of  educational 
costs. 

Extension  of  the  scholnrships  for  students  of  exceptional  finnncial  need 
is  n  vital  action  to  help  nssure  that  students  from  low  income  backgrounds 
may  prepare  for  n  health  profession.    While  few  veterinary  students  hnve  had 
the  benefit  of  such  scholarships,  we  believe  the  program  will  be  even  more 
essential  in  the  future,  and  we  recommend  its  extension  and  the  extension  of 
such  scholarships  through  the  second  year  of  professional  education. 

We  hope  that  the  Congress  will  continue  to  recognize  the  increasing 
necessity  of  federal  financial  aid  for  health  professions  students.    In  view  of 
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the  diminishing  institutional  support*  adequate  resurces  for  student  assistance 
must  be  available  or  the  health  professions  will  soon  be  restricted  to  only 
the  very  wealthy. 

Veterinarians  trained  as  specialists  in  biomedical  research,  livestock 
production  research,  pharmaceutical  product  development,  and  veterinary 
medical  education  are  scarce,   the  numbers  are  too  limited  now  for  the 
existing  demands,  and  economic  pressures  on  institutions  and  students  indicate 
that  this  situation  will  continue  unless  action  is  taken  now  to  provide  incen- 
tives and  resources  for  post -doctoral  education.    Veterinary  pathologists  and 
toxicologists  and  laboratory  animal  veterinarians  are  currently  needed  in 
significantly  greater  numbers  than  are  available. 

The  General  Accounting  Office  reported  on  March  30,  1979,  that  it  had 
found  in  its  review  of  the  National  Cancer  Institute's  carcinogenesis  program 
that  a  major  factor  causing  failures  in  the  program  was  "...  a  shortage  of 
toxicologists  and  veterinary  pathologists  .  .  .  ."   This  is  only  one  illustration 
of  an  extensive  problem  which  is  not  improving.    The  National  Academy  of 
Sciences  is  currently  studying  this  matter  with  the  intent  of  documenting  the 
nature  of  these  health  manpower  supply  problems.    Large  debts  to  be  repaid 
after  graduation  from  veterinary  medical  colleges  discourage  or  prohibit  new 
graduates  from  continuing  their  education  unless  appropriate  stipends  are 
available.  Die  veterinary  medical  colleges  cannot  provide  the  post-doctoral 
education  opportunities  without  additional  funding  for  that  purpose.  We 
recommend  that  a  new  special  project  program  be  authorized  to  provide 
through  grants  or  contracts  the  necessary  funds  to  expand  post-doctoral 
education  in  several  veterinary  medical  specialties. 

Last  year  we  made  recommendations  which  we  thought  were  appropriate 
regarding  federal  sharing  in  the  cost  of  health  professions  education  and 
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specifically  veterinary  medical  education.   Our  problems  of  operating  quality 
programs  in  veterinary  medical  education  continue  as  do  the  problems  of  our 
students.   Another  year  has  passed,  and  the  sources  of  financial  support  for 
our  programs  and  our  students  have  become  more  uncertain  while  the  costs 
continue  to  climb.    Demands  for  veterinary  services,  escalating  costs  of 
educating  veterinarians,  and  severe  limitations  on  sources  of  income  for 
veterinary  medical  schools  have  put  these  vital  programs  in  jeopardy. 
We  appreciate  th's  opportunity  to  comment  on  S.  799. 
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in  Health  Administration 

April  9,  1981 

Gary  L.  Filerman,  Ph.  D. 
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Health  Administration  Training 

Health  administration  graduate  training  involvee  a  two  year  aaatara  degree. 
Accredited  program  may  be  located  in  a  variety  of  achcols,  including  medicine, 
bueinese,  public  health,  or  graduate  achoola,  all  offering  equivalent  degreea. 
The  curriculum  include*  the  atudy  of  haalth  inetitutione,  Medical  cara  practicea, 
health  economics,  aanagaaent  akilla,  and  behavioral  aciencaa. 

The  program*  provide  important  servicaa  to  tha  health  sarvice  dalivary 
system.  In  addition  to  attracting,  training,  and  placing  needed  aanagaaent 
talent,  health  adalnlatration  programat 

"  Provide  aanageaent  consultation  to  all  kinds  of  health  services. 

-  Teach  health  service  organisations  and  health  econoaics  to  atudanta 
in  other  health  professions. 

-  Do  raaearch  on  aanageaent  problems  and  policy  issues. 

-  Advise  state  legislatures  and  other  agencies  on  health  care  policy. 

-  Provide  a  significant  portion  of  all  continuing  educetion 
opportunities  designed  to  strengthen  the  coapetence  of  practicing 
health  ser/ices  adainietrators. 

There  are  accredited  programs  in  forty  universities.      Twelve  ara  in  achcols 
of  public  heelth  and  twenty-eight  in  other  settinge,  including  one  operated  by 
the  U.  S.  Aray. 


223 


Tha  Head 


Thar*  it  an  acute  ehortaga  of  trained  health  adainiatratora  in  many  kind*  of 
delivery  organisation*.    Only  large  general  hoapitaU  have  adequate  profeaeional 
management.    The  graataat  needs  ara  in  rural  hoapitaU,  WO' a,  hoao-health  aganciaa* 
group  practicee*  community  haalth  center**  and  atata  and  local  government  aganciaa. 

-  Program  graduataa  hava  aany  job  offara. 

-  Starting  aalariaa  avaraga  alaoet  $20,000,  raflacting  tha  high  daaiand. 

-  Thara  ara  caraar  long  opportunitiee  for  avary  graduata  -  laaa  than  5%  of 
all  graduataa  hava  la  ft  tha  fiald. 

-  Tha  aoat  profaaaionally  oriantad  nuraing  home  adainiatratora  balong  to  tha 
Aaerican  Collaga  of  Nuraing  Hoae  Adainiatratora*  but  only  35%  of  thair 
aaabara  ara  collaga  graduataa  and  only  10%  hava  haalth  adainiatration 
training. 

*  Thara  ara  5,000  hoaa  haalth  aganciaa.    A  1975  AUPRA  atudy  showed  that 
90%  of  thair  adainiatratora  had  no  adainiatrativa  background. 

-  In  1979*  27.3%  of  tha  aaabara  of  tha  Hoapital  Financial  Kanagaaant 
Aaaociation  lacked  a  bachelor *e  dagraaa.    Only  14.6%  ware  trained 
at  tha  aaatar'e  level. 

In  1979,  for  the  firat  time,  half  of  tha  graduataa  did  not  go  to  general 
hoapitala.    Aa  a  direct  reault  of  federal  support  for  expanded  enrollment, 
production  was  aufficient  to  begin  to  direct  aoae  graduataa  into  tha  manager ially 
under served  aectora  of  the  system. 
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Th*  many  executivee  of  health  delivery  organisatione  who  lack  profest  .onsl 
training  need  tha  continuing  education  and  technical  aaeiatance  Provided  by  the 
programs.     Continuing  education  elao  focueee  on  Maintaining  the  skills  of 
Program  graduate*  and  ie  particularly  important  to  aeeure  effective  eeeeeanent 
and  uae  of  new  managerial  and  health  technology 

Stete  agenciea  «r«  major  cliente  of  heelth  adminietretion  Programs.  The 
programs  provide)  mid-career  training  of  individuals  who  move  from  clinicel  and 
technical  rolee  into  adminietretion.    if  the  etetee  assume  greater  reeponeibil ity 
for  federal  programs  through  block  grante*  the  Ptograms  will  be  aeksd  to  produce 
new  ataff  for  them*  up-grade  the  competence  of  current  program  managers  and 
Provide  direct  conaultetion  on  program  planning*  management  and  eveluation. 
Becauae  many  etetea  leek  heelth  adminietretion  programs*  s  number  are  functioning 
ee  region  el  reeourcee. 

federal  Support 

The  increased  demanda  of  ell  kinde  on  health  adminietretion  programe  reeult 
in  large  part  from  federal  initiativea.    Agenciea  whi ;h  edminieter  Medicaid  and 
Medicare  require  program  greduatee  and  aervlcee.    Fit  the  key  factor  ie  that 
federal  L'unds,  controle  and  accountability  have  g  tetly  increeaed  the  complexity 
of  managing  all  health  servicea,  creating  the  high  demand  for  appropriately 
treined  managers  in  even  the  saelleat  unit.    In  fact,  the  smell  unite  leek  the 
technicel  akills  to  back  up  the  general  adminietrator*  eo  they  apend  large  eume 
for  outside  backup. 
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tMtll  1*77,  only  pro*r«*  In  tchooi.  of  public  httlth  ha4  any  conaltttnt 
f«ter«l  wpport  -  and  th.t  waa  as  part  of  tht  school.    In  1»77,  tht  Confrttt, 
with  bipartite  and  tdalnlttratlon  tupoort,  tnactad  tanator  achwtUtr'a 
intent  which  provides  sodatt  aupport  to  tht  program  outtlda  of  public 

h*«it»  .choou.  aa  lr-  r^i,^  t  citsi  f»rti  rwnnmur  to 

ya  Mamgas     onm  nations  which  t«»nd  biiiion*  of  ftdtrti  aojita  to 

j— l«a*nt  fadr»i  htilth  KSamt' 

^  Mock  grant  Pto«ts» ,  tht  nttd  will  continue  -  it  will  grow  to 
tjg  tatant  of  aantqtsant  dtvloPtnt  ntda  in  ttttt  MthCitf. 

Ik.um  tht  progras*  trt  taall  and  in  tht  procttt  of  dtvtloplng  tht 
capacity  to  Mtt  tht  natlon'a  nttJt.  only  t  sodaat  aaount  of  tuppott  can  bt 
ustd  tfftctlvtly.    Thtrt  It  tn  tcutt  thortttt  of  approptlttt  faculty.  Olrtct 
ftdsral  tupport  tor  program  outtidt  of  public  httlth  tchoola  waa,  thartfort, 
llaittd  to  15,000,000,  which  wtt  divided  bttwttn  $»  to  incrtatt  tht  capacity 
of  tht  prograaa  and  $2M  to  aupport  training  of  titptrltnctd  httlth  worktrt.  Non- 
public htalth  program  had  to  satt  crlt.rlt  which  r.fl.ct.d  tht  nation',  ntad.t 

-  quality  -  tht  program  nuat  bt  accrtdittd 

-  growth,  -  tnrollatnt  autt  incrttt* 

_  gxiijcal  gata  -  a  ainiauai  of  25  grtduataft 

.  pg^ftdaxaj  ^pport  -  non-ftdtral  tupoort  of  $100,000  autt  ba  at.urtd, 
In  tfftct,  crtating  a  patching  affort  in  which  tht  ftdtral  grant 
gradually  dtcrtattt  at  tht  nuabtr  of  tllglblt  Program  incraatt 


o  231 

ERIC 


226 


Tnia  approach  proved  very  eucceaaful,  beginning  development  of  •  national 
eyetta  of  health  eeneeeewnt  training  cinUri.    Non-federal  support  increased, 
enrollment  HP»W,  there  hu  bHn  •  marked  increase  in  continuing  education 
of  faring  and  other  managerial  backup  to  the  ayatea. 


t.  797  would  di amen tie  this  expended  effort  and  do  it  preclpltiouely. 
Wnlle  other  haalth  prof see  ion*  have  been  anticipating  an  and  to  inatitutlonal 
support*  haalth  edmlnlatratlon  and  public  haalth  have  repeatedly  baan  aaaurad 
of  thalr  continuing  national  priority. 

S.  799  aaaumea*  incorrectly,  that  all  haalth  profaaaiona  (except  nursing) 
ara  ovarauppllad.    If  $.  799  la  paaaadi 

-  Tha  nuabar  of  haalth  edmlnlatratlon  9raduataa  will  drop  at  laaat  20%, 
virtually  assuring  thst  all  will  90  to  tha  large  ganaral  hoapltala 
which  of far  tha  bast  aalariaa. 

-  Mld-caraar  training  -  much  of  it  for  atata  aga:tclee  -  will  and.  Only 
trainaaahlpa  aaka  mid-career  training  poaalbla. 

-  Non-federal  aatching  funds  will  ba  reduced.    Tha  inducement  to  maintain 
currant  lavala  will  ba  gona. 

-  Continuing  education*  a  low  university  priority,  but  a  high  health 
sdminlatratlon  and  public  haalth  priority,  will  bt  tha  flrat  activity 


to  go. 
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Km*  haalth  Hanciaa,  W04t*  long-tam  cara,  and  rural  aarvicaa  will  ba 
tba  bar  da  at  nit. 

-  MaUniatration  afforta  to  raduca  waata,  fraud,  niaaanafamnt,  and  abuaa 
will  ba  unJarmlnad. 

7*»  bill  author laad  IS  million  tor  public  haalth  and  haalth  admin  la tratlon, 
aU  in  projact  f ranta  -   only  M  million  of  which  la  aaraarkad  tor  achoola  of 
public  haalth  and  fraduaU  proframa  in  haalth  adminiat ration.    Thia  authorisation 
doaa  not  pro* Ida  tba  malntalnanoa  of  attort  nacaaaary  to  **at  tha  atatad  objactWaa 
ot  tba  Admin  iatration  *  it  la,  In  fact,  ona  million  laaa  than  tha  1M2  budgat. 

waaamwmKrVM 

rirafc  Prlorltyt 

Tha  bill  ba  incraaaad  to  $135  million,  $12  million  to  ba  allocatad  to  loana 
to  haalth  atudantr  ©  har  than  madiclna  and  nurairvg.    Tha  othar  atudanU  ara  for 
practical  purpoaaa  axcludad  from  tha  atudant  aid  program*  in  Uia  bill  aa  introducad. 

Thraa  sill Ion  dollara  to  ba  author isad  for  haalth  adalnlatration  capacity 
davalopaant  granta,  contlngant  upon  non-fadaral  funda  of  $150,000  (up  from 
$100,000  at  praaant)    tha  flrat  yaar,  $175,000  tha  aacond  yaar,  and  $200,000  tha 
third  yvar. 

Tha  $5  alllion  in  tha  bill  would  ba  allocatad  antlraly  to  public  haalth. 
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Xncraaaa  tha  public  haalth  and  haalth  admlnlatration  authority  to  $4  million 
aa  in  tha  traaldant'a  budgat  tor  tha  ticat  yaac*  lncraaalno,  tha  authority  to 
$7*060,000  in  1913  and  $9.0  million  in  1914.    Allocata  it  I  tor  pcojaet  gcmnta 
(including  atudant  auppoct)  to  aehools  of  public  haalth  and  34%  to  program  in 
haalth  adainlatratlon.    Suggaatad  Unguaga  U  attachad. 
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••ctlo.  710  (.)    T*.  S.er.t.r,  a.y  Mk.  "4  **t0 

c.tr.et.  vlth.  .ehool.  of  publle  h..lth  ...  .r.d.at.  propr.a.  to 

h..lth  .telml.tt.tt..  t.  ...l.t  ....  ...ool.  «  »r.,r.».  to  •••«», 

c..t.  of  ,r.J.et.  (l.eladla,  ftoa.el.l  M.l.t..e.  1.  th.  for. 

.(  tr.l....hlp.  or  aa.Lt.at.hlp.)  to  .1...  d.v.lop.  op.r.t.,  or 

•alat.la  to.ekl.i  propr.aa  1.  - 

(1)  bloatatlatlc.  or  .pld.alolopy s 

(2)  hooltk  otel.l.tr.tloo,  ha.lth  pl.oala..  or  ha.lth 
policy  aaaly.l.  ...  pl.aalagt 

<J)    aavlroaaaatal  or  oeeup.tloa.l  hoolthj 

(4)  dl.t  .ad  autrltloo: 

(5)  Mt.ra.1  .a.  child  healths 

{*)    pr.va.tto.  aadlela.  or  d.otl.tryt 
(7)    j.rootolojy;  or 

{•)    taehatou*.  tor  th.  .v.lu.tlo.  of  th.  eo.t.  .u.llty.  •«« 

.ff.ctlv..."  of  or...l..tlo..l  .truetur..  ...  t.eh.olo.y 
la  th.  d.llv.ry  of  h.alth  e.r.. 
(h)  Th.t  ««  p.re.at  of  th.  ...u.t.  .pproprl.t.d  to  e.rry  out  .ub- 
..etlo.  (.)  .h.ll  b.  «.rd.d  to  .eh.ol.  of  public  h..lth  ..d  34 
P.re..t  of  th.  ..ou.t.  .pproprl.t.d  to  e.rry  out  .ub..etlo.  (.) 
,h.ll  b.  .«.rd.d  to  pr.du.t.  progr...  In  h..lth  ad.tol.tr.tlo.. 
(e)  th.r.  b.  .uthorl..d  to  b.  .pproprl.t.d  to  e.rry  out  th.  pr.vl.1... 
of  thl.  S.«lo.  J6.000.000  for  th.  fl—l  y»'  •»«»»  S.pt.-b.r  30. 
IMS.  $7.V.">.000  for  th.  ftoe.l  y»r  .."M  3.pt..b.r  30.  1983.  ..d 
19. 000. tor  th.  fl.e.1  *•«  .«ol««  S.pt.ab.r  30.  19«*. 
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The  Association  of  Teachers  of  Preventive  Medicine  is  pleased 
to  submit  the  following  comments  on  S.  799,  the  Health  Professions 
Educational  Assistance  and  Nurse  Training  Act  of  1981.    The  remarks 
which  follow  are  also  endorsed  by  the  American  College  of  Preventive 
Medicine,  the  professional  society  for  preventive  medicine  physicians 
and  a  sister  organization. 

The  Association  of  Teachers  of  Preventive  Medicine  is  a  small 
academic  society  composed  of  some  600  individual  members  who  are 
largely  medical  faculty  and  some    60  medical  school  departments  of 
preventive  medicine.    The  Association  has  as  its  overriding  goal 
the  advancement  of  prevention  as  a  component  of  health  professions 
education . 

It  is  widely  recognized  that  we  are  rapidly  approaching  what 
could  be  termed  a  crisis  situation  in  the  health  care  field.  Although, 
as  stated  recently  by  the  Surgeon  General,  the  health  of  the  American 
people  has  never  been  better,  our  nation's  annual  health  care  bill 
has  skyrocketed  to  a  level  unthought  of  just  years  ago.  This 
condition  cannot  go  unchecked  —  with  that  all  can  agree.  However, 
questions  and  disagreements  as  to  how  we,  as  a  nation,  are  to  address 
this  problem  will  continue  to  abound  as  we  attempt  to  grapple  with 
this  very  complex  issue. 

In  our  view,  long-term  control  of  health  care  costs  will  only 
be  achieved  by  integration  of  prevention  within  the  health  care 
system.    Our  current  model  of  health  care  is  in  reality  the  science 
of  diagnosis  and  treatment.     As  a  result,  the  system  itself  is  a 
model  of  "crisis  management,"  intervening  after  tbe  fact  with 
costly  remedies  rather  than  acting  to  anticipate  and  avoid  the 
occurrence  of  ill  health  and  disease.     Under  such  a  model,  solutions 
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to  contain  costs  can  only  have  short-term  impact  because  they  do 
not  cut  to  the  core  of  the  problem  with  our  health  care  system. 
The  adage  of  "an  ounce  of  prevention"  is  indeed  true,  yet  we  have 
consistently  failed,  in  any  meaningful  way,  to  integrate  prevention 
into  our  health  care  policies  and  programs. 

If  a  change  is  to  be  affected  in  our  health  care  system  to 
integrate  the  science  of  prevention,  we  must  first  impact  upon  the 
knowledge  and  attitudes  of  the  individuals  who  run  that  system  — 
health  professionals,  particularly  physicians.  Unfortunately, 
today's  average  practicing  physician  has  little  or  no  comprehension 
of  the  potential  role  of  preventive  medicine  in  the  practice  of 
medicine.    Frequently  patients  are  more  knowledgeable  in  this 
area  than  are  their  physicians.    Yet  there  exists  a  body  of  knowledge 
which,  if  properly  taught,  could  have  a  measurable  impact  on 
physicans'  skills  and,  hence,  the  health  of  their  patients.    And  here 
we  speak  of  health  in  terms  of  health  maintenance  and  the  avoidance 
of  costly  disease,  rather  than  treatment  of  it  after  the  fact.  In 
the  aggregate,  the  implications  for  cost  savings  are  potentially 
enormous . 

Prevention,  though  a  small  field,  is  dynamic  in  its 
concepts  and  goals.    Preventive  medicine  is  the  branch  of 
medicine  that  is  primarly  concerned  with  preventing  physical, 
mental  and  emotional  disease  and  injury,  in  contrast  to 
treating  the  sick  and  injured.    The  paramount  goal  of  this 
area  of  specialization  is  to  promote  and  preserve  individual 
health  status.     Additionally,  it  is  concerned  «ith  the 
well-being  of  the  community,  and  the  efficient  and  effective 
management  of  scarce  resources. 
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The  distinct  body  of  knowledge  known  as  preventive  medicine 
can  be  traced  at  least  to  1913,  when  the^fivst  edition  of  Rosenaus 
Preventive  Medicine  and  Hygiene  was  published.    Since  that  time 
the  body  of  knowledge  has-been  extended  and  its  focus  has 
shifted  in  response  to  chancing  patterns  in  the  incidence  of 
disease.    Tor  instance,  early  in  this  century,  preventive  medi- 
cine was  concerned  primarily  with  communicable  diseases,  while 
today  one  major  focus  is  on  chronic  conditions  ouch  as  respiratory 
and  heart  disease,  while  another  is  health  maintenance  and 
enhancement . 

Training  and  practice  in  preventive  medicine  build  upon  a 
diverse,  multi-disciplined  base.    The  "core"  sciences  of  preventive 
medicine  include  epidemiology ,  biostatistics,  environmental 
health,  nutrition,  clinical  preventive  medicine,  the  behavioral 
sciences,  management  and  health  care  systems  analysis. 

Preventive  medicine  practitioners  are  engaged  in  teaching, 
research,  administration ,  «nd  the  delivery  of  personal  health 
services.    Teachers  are  responsible  for  instilling  an  awareness  and 
knowledge  of  prevention  in  all  medical  students,  through  curriculum 
developed  and  taught  by  departments  of  preventive  and  community 
medicine,  or  through  integrated  curriculum  in  other  clinical  fields. 
Won-physician  public  health  personnel  are  also  trained  by  preventive 
medicin  e  specialists  within  both  medical  and  public  health  school 
settings.    Researchers  in  the  field  are  engaged  in  a  wide  array  of 
activities,  ranging  from  the  study  of  risk  factors  and  distribution 
of  disease  (epidemiology)  to  the  design  and  evaluation  of 
propria  to  promote  health  and  prevent  disease.  Physician 
administrators  occupy  key  positions  In  public  and  private  settings, 
such  a*  state  and  local  health  departments,  and  health  maintenance 
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organizations,  where  they  are  responsible  for  planning  and 
implementing  personal  and  community  health  services.  Finally, 
practitioners  deliver  a  variety  of  prevention  services  in  the 
comnunlty  setting,  be  it  the  workplace,  school,  or  locality. 

In  1979  Healthy  People:     The  Surgeon  General's  Report  on 
!l£HUh  Promotion  and  Disease  Prevention  called  for  a  second  public  health 
revolution  in  the  United  States.     In  conducting  such  a  campaign, 
the  importance  of  prevention  and  the  role  of  the  physician  specialist 
in  preventive  medicine  cannot  be  overstated.    While  the  incidence 
of  chronic  diseases  is  on  the  rise,  a  growing  body  of  knowledge 
must  now  be  translated  into  practice.    Apart  from  tremendous  returns 
in  human  productivity  and  cost  savings,  an  investment  in  prevention 
promises  the  potential  of  avoidance  of  needless  human  suffering. 
PREVENTIVE  MEDICINE  AND  MEDICAL  EDUCATION 

Our  present  model  of  medical  education  in  the  United  States 
was  largely  shaped  by  a  famous  report,  which  included  the  following 
among  its  observations: 

"...The  practitioner  deals  with  facts 
of  two  categories.     Chenstry,  physics, 
biology  enable  him  to  apprehend  one  sot, 
he  needs  a  different  perspective  and  appre- 
ciative apparatus  to  deal  with  the  other, 
subtle  elements.     Specific  preparation 
is  in  this  direction  much  more  difficult; 
one  must  rely  for  the  requisite  insight 
and  sympathy  on  a  varied  and  enlarging 
cultural  experience      Such  enlargement  of 
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the  physican's  horizon  is  otherwise  important. 


for  scientific  progress  has  greatly  modified 
his  ethical  responsibility.    His  relation  was 
formerly  to  his  patient  -  at  most  to  his 
patient's  family;  and  it  was  almost  altogether 
remedial.    The  patient  had  something  the 
matter  with  him;  the  doctor  was  called  in  to 
cure  it.    Payment  of  a  fee  ended  the 
transaction.     But  the  physician 's  function 
is  fast  becoming  social  and  preventive, 
rather  than  individual  and  curative. 
Upon  him  society  relies  to  ascertain, 
and  through  measures  essentially  educational  to 
enforce,  the  conditions  that  prevent 
disease  and  make  positively  for  physical 
and  moral  well-being  (emphasis  added)...1 

To  the  intelligent  and  conscientious  physician, 
a  typhoid  patient  is  not  only  a  case,  but 
a  warning-     his  office  is  equally  to  heal 


That  was  written  in  1910,  in  the  "Flexner  Report  '  on 
Medical  Education  in  the  United  States  and  Canada,  a  report  which  otherwise 
revolutioned  the  course  of  medical  education,  (in  most  respects.) 

Fifteen  years  later,   in  a  retrospective  study  of  the  1910 
report,  Abraham  Flexner  wrote  the  following* 


j 


2 


the  sick  and  to  protect  the  well...'* 


"Curiously  enough,  despite  the  increasing 


importance  of  preventive  medicine,  consequent 
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upon  the  advance  of  bacteriology  and  the 
clearer  knowledge  of  the  futility  or  limi- 


tations of  many  therapeutic  measures,  hygiene 

continues  to  occupy  a  decidedly  subordinate 
position  in  the  undergraduate  curriculum; 
and  even  incidental  treatment  of  the  pre- 
ventive aspects  of  disease,  though  increasingly 


In  1932  a  Commission  on  Medical  Education  of  the  Association 
of  American  Medical  Colleges  ( AAMC )  made  the  following  observation 


"Medical  education  should  emphasize  to 
students  the  influences  of  urbanization, 
industrialization,  and  present  day 
conditions  of  living  which  are  Important 
in  the  causation,  treatment,  and  prevention 
of  disease... it  is  important  that  the 
physician  be  acquainted  with  the  social, 
economic,  and  other  environmental  factors 
which  have  an  influence  on  the  individual 


In  1945,  a  Committee  of  the  AAMC ,  formed  to  Investigate 
the  teaching  of  pre/eative  medicine  and  public  health  in  medical 
schools,  again  found  'uvere  shortcomings  in  this  area.  Among 
other  things,  the  report  examined  tU%.  importance  of  a  distinct 
deoartment  of  preventive  medicine,  as  well  as  the  necessity 
of  increasing  the  proportion  of  medical  school  curriculums 
devoted  to  prevention.    Committee  recommendations,  which  were 
approved  by  the  AAMC  Executive  Committee,  included: 
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common,  is  still  far  from  general." 


4 


and  his  health." 
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"1.    That  tho  objective  in  each  medical 
school  be  to  provide  a  separate  department 
of  preventive  medicine  and  public  health 
and  that  for  purposes  of  evaluating 
the  organization  for  teaching  preventive 
medicine  and  public  health  in  any  given 
school,  the  combination  of  preventive 
medicine  and  public  health  with  sone  other 
department  be  regarded  as  unsatisfactory 
after  July  1,  1948. . . 

2.    That  there  be  set  aside  for  the  teaching 
schedule  of  the  department  Of  preventive 
medicine  and  public  health,  four  percent 
of  the  total  hours  availablo  in  the  curriculum 
of  undergraduate  medical  education,  and  that 
after  July  1,  1948,  any  medical  school 
providing  less  that  this  amount  be  considered 
deficient  in  this  regard... 
5.     That  the  various  departments  of  the 
medical  school  in  their  respective  fields, 
strive  for  the  greatest  practicable  contri- 
bution in  teaching  the  preventive  aspects 
of  disease;  that  in  the  highest  degree  possible, 
the  teaching  of  preventive  medicine  and  oublic 
health  be  integrated  with  clinical  teaching, 
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And  that  the  greater  part  of  the 


instructional  staff  in  the  department 


of  preventive  medicine  and  public  health 


5 


be  given  hospital  and  clinic  appointments. 


In  more  recent  years,  both  medical  school  curriculum 
and  residency  training  in  preventive  medicine  have  been  the 
subject  of  a  number  of  studies.    In  1975,  a  task  force  on 
Education  and  Training  of  Health  Manpower  for  Prevention 
(National  Conference  on  Preventive  Medicine)  found  evidence 
of  insufficient  training  of  prevention  within  medical  schools 
as  well  as  shortages  of  specialty  trained  practitioners  is 
the  field.    .The  task  force  recommended  that  federal  health 
manpower  legislation  be  enacted  which  would  a)  encourage 
a  preventive  emphasis  on  the  basic  curricula  for  health  per- 
sonnel b)    provide  career  development  support  for  training 
of  teachers  of  provontion,  and  c)  •  encourage  projects  to 
integrate  prevention  in  programs  to  train  primary  health  care 
personnel . 

In  1978  these  recommendations  was  confirmed  by  an 
Institute  of  Medicine  report  entitled  A  Manpower  Policy  for 
Primary  Health  Care.    The  report  found  that  "...  insufficient 
attention  has  been  devoted  to  teaching  and  research  in 
behavioral  and  social  sciences,  to  the  coordination  and 
continuing  of  health  care,  ar.d  to  clinical  experience  in 
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outpatient  settings/'    It  therefore  recommended  that 


Last  year  the  firtt  Surgeon  General'a  Report  on  Health 
Promotion  and  Disease  Prevention  was  issued,     In  addition 
to  proposing  a  strategy  tor  the  integration  of  prevention 
within  our  health  care  system,  It  discussed  at  length  the 
manpower  Implications  of  such  a  strategy,    Again,  evidence 
of  future  shortages  In  the  field  of  preventive  medicine 
*as  cited,  as  well  as  an  insufficient  emphasis  on  prevention 
in  the  training  of  physicians, 

In  December  1979,  the  Department  of  Health,  Education,  and 
Welfare  submitted  a  report  to  Congress  on  community  and  public  health 
personnel.    Among  other  things,  this  report  contained  the  following 
recommendation  for  action  by  the  Federal  government: 


"Encourage  and  support  the  development 

of  capabilities  to  provide  training  in 

health  promotion,  disease  prevention,  and 

other  public  health  content  in  the 

curriculum  of  schools  of  medicine, 

osteopathy,  dentistry,  optometry,  pharmacy, 

podiatry,  veterinary  medicine,  and  in 

schools  offering  preparation  in  the  allied 
7 

health  protracts." 


"Undergraduate  ?.edicnl  education  should 
provide  students  with  a  knovled^e  of 


epidemiology  and  atoect*  of  behavioral 


and  social  sciences  relevant  tr  patient 
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Clearly  thtre  has  been  long-standidfc  consensus  that 
our  health  care  lyatem,  particularly  the  educational  system, 
should  place  greater  emphasis  on  prevention.    This  consensus, 
however,  is  in  stark  contrast  to  current  realities: 


•  Of  the  nation's  125  medical  schools, 
at  last  count  only  SB  have  departments 

of  preventive  medicine  or  its  equivalent. 
A  number  of  these  are  today  threatened 
with  closure  due  to  shrinking  budgets. 
Others  have  already  been  forced  to  close 
down  since  the  last  count  was  made.  * 

•  rederal  support  for  jene/ic  special 
projects  in  preventive  ciedicine  within 
medical  schools  has  dropped  precioitiously , 
from  $1.1  million  in  FY  79  to  zero  in 

FY  80. 

•  It  has  been  estimated  that  less  than  l.W 
of  the  total  undergraduate  medical  curriculum 
is  devoted  to  prevention,  in  contrast  to 

the  4*J  recommended  above  by  the  AAMC 

•  Of  the  41  active  accredited  residency 
programs  in  preventive  medicine,  most 
have  only  a  few  funded  positions 
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available.    For  1980-81,  the  mean  was  6.6 
funded  poaitiocs  per  program. 

*    Although  it  has  been  estimated  that  3,600 
public  health  and  general  preventive  medicine 
specialists  will  be  needed  in  1990  to  meed  demand, 
at  the  current  rate  at  which  they  are  being 
graduated  from  residency  training  programs,  only 
2,800  will  be  available  in  that  year. 

*    Federal  support  for  residency  training 
has  also  declined  in  recent  years.  Tfhereas 
in  1973  $1.2  million  was  committed  for 
this  purpose,  in  1978  and  1979  that 
level  of  support  dropped  to  approximately 
$100,000.     In  FY  1980  approximately 
$275,000  was  made  available  for  this  purpose. 

Although  preventive  iredicine  needs  have  been  repeatedly 
stressed  they  have  seldom  been  met.     The  reasons  are  obviously 
complex.     Chief  among  these  has  been  the  minimal  committment 
of  financial  resource*  within  medical  schools  to  departments 
of  preventive  medicine.     Vithout  these  resources,  exist;ng 
departments,   even  where  they  do  e\ist.  are  unable  to  develop 
the  faculty,   and  hence  the  curriculum,  for  long-term  moact 
upon  medical  student  education      without  that  inoact,  we  are 
unable  to  recruit  new  physicians  into  the  field,  further 
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exacerbating  faculty  development. 

tfhen  medical  students  do  express  an  interest  in  specializing 
in  preventive  medicine  after  graduation,  they  are  faced  with 
uncertain  and  fluctuating  prospects  for  support  during  their 
residency  training  years.    Many  residency  program  directors 
resort  to  turning  away  prospective  residents  because  the  re- 
sources simply  do  not  exist  to  support  them.  Government 
stipend  support  is  particularly  important  for  the  preventive 
medicine  resident  because  stipends  cannot  be  provided  out  of 
patient  care  revenues  as  with  other  "bedded"  specialties. 
An  extra  year  of  post-TO  academic  training  is  required  for 
board  certification.     Preventive  medicine  residents  are  not 
hospital  based  during  the  remainder  of  their  training,  thus 
program  directors  cannot  offset  training  expenses  by  providing 
services  for  remuneration.     Finally,  after  graduation  preventive 
medicine  specialists  generally  occupy  positions  in  the  public 
health  sector  at  salary  levels  which  are  much  less  lucrative 
than  private  practice,  making  repayment  of  educational  loans 
much  more  onerous  - 

The  current  state  of  affairs  has  therefore  led  to 
extrene  shortages  in  many  preventive  medicine  areas.  In 
addition  to  impacting  on  the  delivery  of  public  health  programs 
and  prevention  research,  this  has  obviously  had  an  impact 
on  the  status  of  prevention  within  the  medical  school  curriculum, 
thereby  completing  a  vicious  cycle      Without  tne  reouired 
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manpower  pool,  advancement  will  be  impossible.  Certainly  if  our 
health  care  system  in  to  place  greater  emphasis  on  prevention,  a 
change  must  be  effected  in  the  attitudes  and  behavior  of  medical 
students  and  physicians.  Federal  manpower  policy  must  foster  an 
integration  of  prevention  principles  within  manpower  education. 
The  commitment  must  be  made  now  to  develop  the  necessary  manpower 
base  to  carry  out  this  mission. 

In  light  of  the  foregoing,  we  are  deeply  disturbed  that  S  799 
contains  no  provision  for  the  support  of  either  medical  dchool 
departments  or  residency  traini.g  in  preventive  medicine.  Enactment 
of  legislation  without  provision  for  training  in  prevention  would, 
in  fact,  exacerbate  the  current  situation  since  the  authorities  for 
existing  support,  under  P.L.  94-484  although  meager,  would  be 
eliminated  entirely.    At  a  point  in  tine  when  prevention  is  being 
spoken  of  as  the  hope  of  the  future  in  terms  of  health  care  cost 
containment,  such  an  aura  of  events  would  translate  to  a  severe 
diminution  in  the  visibility  of  prevention  within  the  medical 
school  curriculum. 

We  are  pleased  that  the  Administration  has  recommended  $3  million 
in  new  funding  in  this  area  for  1982,  and  would  urge  that  S.  799  be 
amended  to  Include  specific  progrrjn  support  for  both  departments 
and  residency  training  in  preventive  medicine. 

Confronting,  as  we  do,  a  future  of  diminished  resources 
which  must  be  allocated  among  competing  demands,  it  is  Important 
that  we  invest  wisely  with  an  eye  to  future  returns.     As  health  care 
costs  have  skyrocketed  in  recent  years,  alternative  forms  of  cost 
containment  have  been  examined.    None  offers  more  promise  than 
prevention.    Clerly,  if  the  goal    of  our  health  care  system  is  to 
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assure  optimal  health  at  minimal  cost,  disease  prevention  hold:  an 
important  key.    S.  799  will,  therefore,  be  amended  to  provide  the 


opportunity  to  unlock  and  apply  knowledge  which  from  as  far  back  as 
1910  has  been  generally  recognized  aa  being  vital  to  our  nation's 
health  and  well-being. 


1  Medical  Education  in  the  United  States  and  Canada,  The  Carnegie 
Foundation  for  the  Advancement  of  Teaching*  N.Y.,  N.Y.,  1910, 
?.  26 

•  2  Ibid.,  p.  68 
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MacMillan  Co.  N.Y.,  N.Y.  1925,  p.  117 

4  Final  Report  of  the  Commission  on  Medical  Education,  Association 
of  American  Medical  Colleges,  N.Y.,  N.Y.  1932 

3  Final  Report  of  the  Committee  on  the  Teaching  of  Preventive 
Medicine  and  Public  Health.  Journal  of  the  Association  of  American 
Medical  Colleges,  Vol.  20,  1945 

e  a  Manpower  Policy  for  Primary    Health  Care,  Institute  of  Medicine 
Washington,  D.C.  1978,  pp.  77,  101 

7  A  Report  on  Public  ar.d  Community  Health  Personnel,  U.S.  Dept.  of 
Health,  Education  and  Welfare,  1979,  p.  VII-8 
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TESTIMONY  OF  THE  AMERICAN  MEDICAL  STUDENT  ASSOCIATION 


SU8MITTED  TO  THE 


U.  S.  SENATE  COMMITTEE  ON  LABOR  AND  HUMAN  RESOURCES 


ON 


NATIONAL  HEALTH  SERVICE  CORPS  AMENDMENTS 


The  American  Medical  Student  Association  is  a  National  organization  of 
22»000  allopathic  and  osteopathic  medical  students  at  over  130  schools  through- 
out the  United  States.    We  are  a  completely  independent  organization  committed 
not  only  to  representing  our  members*  but  also  to  advocating  better  health  care 
for  all  Americans.    We  appreciate  this  opportunity  to  submit  testimony  on  S.801, 
and  thereby  share  the  results  of  our  members. 

Various  provisions  of  S.801  are  of  major  concern  to  AMSA. 

We  feel  that  S.801  not  only  will  impact  on  the  availability  of  financial 
assistance  to  medical  students  from  disadvantaged  backgrounds,  but  more  importantly, 
will  substantially  decrease  the  Health  Manpower  sources  for  millions  of  Amerirans 
resiumg  in  medically  underserved  areas. 

Our  specific  areas  of  concern  regarding  S.801  are: 

1.)    geographic  population  and  institutional  criteria  used 

in  designation  of  Health  Manpower  shortage  areas 
C.)   continuity  of  communication  between  federal  and  local  health 

agencies  regarding  evaluation  of  health  manoower  needs  within 

Health  Manpower  Shortage  Areas 
3.)    Elimination  of  National  Health  Service  Corps  scholarships 
i  )    Expansion  of  the  Independent  Practice  Option  for  National  Health 

Service  Corps  scholarship  recipients 
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Entities  Eligible  for  Designation  as  HMSA's 

A  major  concern  of  our  organization  is  the  change  that  S.801  would  effect 
regarding  the  designation  of  Health  Manpower  Shortage  Areas  (HMSA's).  The 
current  language  of  H.R.  7203  states  the  definition  of  a  HMSA  as  "(A)  an  area 
in  an  urban  or  rural  area  (which  need  not  conform  to  the  geographic  boundaries 
of  a  political  subdivision  and  which  is  a  rational  area  for  tne  delivery  of 
heal  t.h  j*rv1 zzz }  '..'hich  the  Sc c t2 ry  ic-smpiCS  has  a  health  manpcwer  shorts gei 

(B)  a  population  group  which  the  Secretary  determines  has  such  a  shortage,  or 

(C)  a  public  or  nonprofit  private  medical  facility  or  other  public  facility 
which  the  Secretary  determines  has  such  a  shortage."    We  believe  that  the 
deletion  of  Sections  (B)  and  (C),  as  proposed  in  S.801,  would  be  an  error 
which  would  lead  to  much  greater  level  of  imprecision  in  designation  of  HMSAs. 

As  of  December  31,  1980,  1921  sites  had  been  designated  as  HMSAs '  1790 
were  geographically-based,  33  ^ere  population-based,>  and  48  were  instl t'ltional ly- 
based.    Designations  of  population  groups  included  the  elderly,>  lmigrant  workers. 
Hispanic  and  Indochmese  refugees.  American  Indian  groups  (outside  areas  tradi- 
tionally served  b>  tne  Indian  health  Service),  and  radically  indigent  sub-popula- 
tions (with  income  averages  less  than  200"  of  poverty  level). 

Designations  that  were  insti tutional ly-based  included  state  prisons,  public 
inpatient  psychiatric  facilities,  institutions  for  the  mentally  retarded,  and 
ambulatory  care  services  witnin  tertiary  care  institutions 

Elimination  of  copulation  and  institutional  criteria  for  HMSA  designations 
.vill  i.ipair  the  Secretary's  ability  to  evaluate  the  true  radical  needs  of  a 
coflrcunity     It  will  ignore  sucn  inherent  factors  of  population  subgroups  as  their 
inability  to  support  physicians  in  a  traditional  fee-for-service  scheme,  cultural 
and  languaae  differences  between  the  population  and  fee-for-service  physicians 
/iho  practice  among  other  population  groups  ir.  the  same  qeographic  area,  and 
soecific  -nedical  needs  of  a  populat.on  that  would  not  be  addressed  by  private 
sector  onysicians  due  "/.at  groups  lack  of  economic  power     This  Corrrmttee  has 
r.eard  -*evious  testimony,  es^e  Mlly  from  Or    t.  4arvey  Estes.  Jr  ,  and 
'r   Ve  ury  3u'qer,  document 1     the  //i  iesure^d  unn^t  r^lical  needs  that  e<.st 
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Soliciting  Input  From  Local  Organizations 

The  concern  we  have  regarding  the  elimination  of  population  and 
Institution -based  criteria  for  HMSA  designation  1s  far  greater  than  expressed 
thus  fa-,  however.    It  has  logically  been  argued  until  this  time  that  such 
population  groups  would  have  adequate  representation  and  participation  in 
the  processes  that  cou'ld  culminate  in  designation  as  a  HMSA.    The  mechanisms 
for  th#tr  r*oresentat1on  and  oartlcioation  have  been  the  local  Health 
SystefAS  Agency  (HSA)  and  the  State  Health  Planning  and  Development  Agency 
(SHPDA).    It  concerns  us  that  the  language  of  S.801  specifically  excludes 
passages  from  Section  332  of  the  Public  Health  Service  Act  that  provide  for 
these  avenues  of  local  response:    "The  Secretary  shall  take  into  consideration 
the  following: 

"Sec. 332(c)(1)(A)    The  recommendations  of  each  health  systems 
agency...  (B)    The  recommendations  of  the  State  Health  Planning 

and  Development  Agency          (2)    The  recommendations  of  the 

Governor  of  each  State  1n  which  the  area,  population  group, 
medical  facility,  or  other  public  facility  under  consideration 
for  designation  is  in  whole  or  part  located. " 
The  Administration's  current  plan  to  eliminate  the  HSAs  and  SHPDAs 
does  not  provide  an  alternative  mechanism  for  local  or  regional  inpufioto  the 
designation  of  HMSAs.    It  seems  quite  paradoxical  to  this  organization  that 
the  stated  philosophy  of  the  Administration  is  decentralization  of  governmental 
responsibility  for  provision  of  medical  services  in  an  effort  to  make  such 
systems  more  responsive,  when  the  changes  of  language  proposed  in  -S.801  would 
do  exactly  the  opposite.    The  changes  would  eliminate  the  mechanisms  through 
which  local  governments  may  express  their  unique  needs  for  financial,  tech- 
nical, and  manpower  support.    In  addition,  specific  changes  involving  the 
deletion  of  Sec.  332  (g)  would  eliminate  individual  recommendations  to  the 
Secretary  for  designation  of  an  aiea,  population,  or  institution  as  a  HMSA. 

Although  the  Administration  seems  to  indicate  that  HSAs  and  SHPDAs  are 
yet  another  instance  of  the  federal  government  superimposing  control  on  an 
already  adequate  state  network,  this  is  in  many,  if  not  most  cases,  a  miscon- 
ception. 

In  fact,  information  provided  to  Rep.  Henry  Waxman's  staff  regarding 
HR  7203  of  the  96th  Congress,  demonstrated  that  in  1979,<  the  federal  government 
and  HSA  agreed  on  whether  or  not  a  HMSA  classification  was  appropriate  in 
86i  of  all  cases  considered.    In  12".  of  the  cases,  the  federal  governnent 
disapproved  of  establishment  of  a  HMSA,  while  the  HSA  approved.    In  only  2" 
of  the  cases  did  the  federal  government  approve  designation  of  a  HMSA  opposing 
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the  recommendation  of  the  HSA.    Thus,  with  regard  to  designation  of  specific 
geographic,  population,  or  institutionally-based  groups  as  HMSAs,  an  unusually 
high  level  of  accord  was  achieved  between  federal  and  local  agencies.  In 
1979,  641  out  of  700  requests  for  WSA  designation  were  approved,  463  of  which 
originated  within  the  HSAs  and  21  of  wnich  originated  within  SHPOAs.  Since 
it  is  these  agencies  which  present  and  reflect  local  needs  and  management  of 
health  care  facilities  within  their  jurisdiction,  we  find  it  surprising  that 
the  Administration  seeks  their  elimination.    This  effort  is  particularly 
confusing  in  light  of  the  fact  that  only  a  minority  of  states  have  integrated 
such  agencies  within  their  Departments  of  Health.    Two  examples  of  such  programs 
are  found  in  California  and  Pennsylvania.    Some  states  have  cooperative  health 
statistics  programs  to  assess  current  health  care  needs  and  predict  future 
demand.   Many  states,  however,  will  be  left  without  a  mechanism  specifically 
designed  to  assess  and  initiate  the  implementation  of  changes  in  health  care 
del  ivery. 
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National  Health  Service  Corps  Scholarship  Program 

The  American  Medical  Student  Association  (AMSA)  wishes  to  reaffirm  its 
support  for  the  National  Health  Service  Corps  Scholarship  Program.  We 
have  ardently  voiced  this  position  since  the  1960s,  even  before  the  official 
establishment  of  the  NHSC  by  the  Emergency  Health  Personnel  Act  Amendments 
of  1972,  Public  Law  92-585. 

Despite  increases  in  the  total  supply  of  health  professionals  in  the 
United  States,  a  severe  maldistribution  of  health  manpower  was  perceived 
nationwide.    In  1975  this  prompted  Or.  Malcolm  Todd,  then  president  of  the 
American  Medical  Association,  to  state  before  the  House  Committee  on  Interstate 
and  Foreign  Commerce  that,  "Unless  we  can  come  up  with  acceptable  incentives 
for  rural  and  inner-city  practice,  we're  going  to  have  the  same  (distribution) 
problem  in  1980  that  we  do  now." 

The  NHSC  Scholarship  Program  was  seen  them,  as  it  must  oe  toda> ,  as  the 
major  attempt  by  the  federal  government  to  target  physician  manpower  to 
those  rural  and  inner-city  area:  feeling  the  manpower  shortage  most  acutely. 
Contrary  to  the  Graduate  Medical  Education  National  Advisory  Committee 
(GEMENAC)  report,  the  Carter  Administration,  in  testimony  before  this  committee 
in  the  96th  Congress,  estimated  that  by  1990,  over  16,000  additional  physicians 
and  mid-level  professionals  will  be  required  to  provide  service  in  medically 
underserved  communities  and  institutions:'    7500  in  rural  areas    over  5000  in 
inner-cities,  and  over  3,500  in  prisons  and  mental  institutions.  The 
Administration's  intent  to  eliminate  Corps  scholarships  for  fiscal  year  1982 
does  not  reflect  the  unmitigating  nature  of  the  economic  forces  that  have 
prevented  fee-for-service  physicians  from  establishing  practices  in  sucn 
underserved  areas. 

AMSA  recognizes  various  economic  factors  which  have  largely  determined 
the  geographic  distribution  patterns  of  physicians  and  other  health  personnel 
in  the  past.    These  have  included  expected  levels  of    eimbursement  and  income 
and  the  economic  ability  of  patients  to  utilize  local  medical  facilities,  made 
possible  to  a  large  extent  by  third-party  payments     Other  factors  have 
frequently  been  mentioned  as  influencing  practice  location,  including  area  of 
birth  or  previous  residence,  the  locale  of  one's  medical  education,  and  social 
and  cultural  characteristics  of  the  community  in  which  establishment  of  a 
practice  is  considered. 
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These  factors  will  continue  to  play  a  role  in  determining  the  geographic 
distribution  of  physicians  1n  the  future.    However,  their  significance  will 
be  minimized  by  the  economic  realities  that  physicians  who  have  incurred  sub- 
stantial debt  will  face.   Our  organization's  testimony  on  another  bill  currently 
before  this  Committee,  S.799,  provides  an  excellent  perspective  on  those 
economic  realities. 

Based  on  current  Treasury  Bill  rates,  the  physician  entering  oractice 
subsequent  to  a  three-year  postgraduate  course  would  have  to  repay  $25,265 
on  a  principal  of  $4,000,  borrowed  in  annual  increments  of  $1,000.  Between 
1968  and  1978,  the  average  amount  of  student  debt  rose  from  $3,050  to  $10,450, 
an  increase  of  nearly  250  percent.    Subsequent  data  provided  by  the  Association 
of  American  Medical  Colleges    indicated  that  in  1978  and  1979,  the  number  of 
graduating  physicians  having  incurred  debt  increased  to  76  percent  of  the 
total.    The  average  level  of  that  indebtedness  of  graduating  students  increased 
simultaneously  to  $15,800  in  1979.    Needless  to  say,  these  trends  have 
seriously  concerned  our  organization  as  well  as  medical  school  administrators 
and  faculty. 

AMSA's  concerns  regarding  the  changes  made  by  provisions  in  S.801 
center  on  its  impact  on  the  service  aspect  of  the  NHSC.    A  second  issue  of 
great  concern,  intricately  tied  to  the  first,  is  the  effect  that  this  bill 
will  have  on  the  future  composition  of  medical  school  classes. 

AMSA's  testimony  on  S.799  provides  statistical  documentation  of  the 
currently  declining  enrollment  of  minority  groups  as  a  percentage  of  the  total. 
The  NHSC  Scholarship  Program  has  specifically  sought  to  correct  this  problem. 
Between  academic  years  1973-74  and  1977-78,  a  significant  share  of  the  4,566 
new  scholarships  awarded  were  provided  to  members  of  underrepresented  groups. 

While  Black  students  comprised  only  6.1  percent  of  total  medical  school 
students,  19.5  percent  of  NHSC  scholarship  recipients  were  black.  While 
only  2.7  percent  of  medical  students  were  of  Hispanic  origin,  Hispanic 
students  represented  3.9  percent  of  scholarship  recipients.    While  African 
Indians  totalled  only  0.3  percent  of  all  medical  students,  fully  1.2  percent 
of  NHSC  scholarship  recipients  ere  American  Indians. 

A  major  study  done  by  the  American  Association  of  Medical  Colleges 
(AAMC)  found  that  78. 8!  of  black  medical  students  are  interested  in  a  shortage- 
area  practice  versus  only  45.6"  of  white  students.    The  proportion  of  black 
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medical  school  graduates  who  eventually  establish  practices  1n  underserved  areas 
has  been  variously  estimated  at  50-75X.    By  eliminating  the  National  Health 
Service  Corps  scholarship  porgram,  $.801  would  discourage  minority  students  from 
attending  medical  school  when  those  students  are  the  most  likely  to  maintain 
practices  In  shortage  areas. 

Scholarship  for  First-Year  Students  of  Exceptional  Financial  Heed  (EFN) 

ThrouQh  EFN,  medical  education  has  become  a  reality  for  many  students  from 
severely  limited  financial  backgrounds.    Under  this  program,  scholarships  are 
available  to  full-time  students  of  medicine  and  other  health  professions. 
These  scholarships  cover  all  reasonable  educational  expenses.  Including 
a  stipend  of  S485  per  month. 

In  fiscal  year  1981,  700  EFN  scholarships  were  awarded  to  students  of 
exceptiona1  financial  need,  a  majority  of  whom  are  from  groups  that  are 
under-represented  both  1n  medical  practice  and  in  medical  schools.    This  is  a 
limited  program,  however,  and  only  provides  for  first-year  scholarships.  The 
700  EFN  students  who  received  scholarships  for  the  current  academic  year 
were  designated  as  priority  candidates  for  National  Health  Service  Corps 
scholarships  provided  in  fiscal  year  1982.    Since  maintenance  of  good  academic 
standing  at  the  institution  in  which  the  EFN  recipient  matriculated  was  the 
sole  criterion  for  this  priority  classification,  the  elimination  of  new  NHSC 
scholarship  awards  appears  to  violate  a  contractual  obligation  between  the 
Secretary  and  the  students      Many  EFN  recipients  specifically  chose  to  attend 
medical  school  based  on  the  availability  of  these  funds,  and  did  not  anticipate 
that  they  would  be  forced  to  incur  substantial  debts  for  their  medical  educa- 
tion.   Since  the  recipients  are  from  lower  socio-economic  backgrounds, 
requiring  them  to  incur  such  debts  precludes  the  possibility  of  their  returning 
to  an  underserved  area,  which  most  probably  could  not  support  a  traditional 
fee-for-service  physician. 


ERJ.C 


25S 


Independent  Practice  Option 

AHSA  would  like  to  commend  the  expansion  of  the  Independent  Practice 
Option  (IPO)  as  a  weans  of  fulfilling  the  service  obligation  of  scholarship 
recipients.  We  feel  It  Is  essential  that  scholarship  recipients  be  encour- 
r?*d  to  practice  In  HHSAs  following  fulfillment  of  the  obligatory  service 
period.    It  must  be  noted,  however,  that  the  retention  rate  has  greatly 
Increased  slixe  1973.   A  1978  General  Accounting  Office  report,  Progress  and 
Problems  1n  Improving  the  Availability  of  Primary  Care  Providers  In  Underserved 
Areas ,  noted  that  the  very  low  retention  rate  prior  to  1976  was  largely  due 
to  recruiting  policies  followed  prior  to  fiscal  year  1974.    Until  that  time, 
the  report  stated,  most  Corps  physicians  had  draft  obligations,  and  many 
had  not  completed  their  residency  training. 

The  provision  1n  S.801,  Sec.  338C,  that  would  provide  subsidies  for 
physicians  practicing  under  the  IPO  is  commended  by  this  organization.  The 
sliding  scale  Incentive  during  the  four  years  of  obligatory  service  apparently 
1s  Intended  to  provide  the  physician  with  a  larger  subsidy  during  the  Initial 
stages  of  independent  practice,  while  decreasing  the  amount  consecutively 
over  the  service  period. 

We  feel  that  the  subsidy  levels  proposed  in  Sec.  338C  would  only  provide 
sufficient  supplements  to  the  incomes  of  physicians  practicing  In  Priority  3 
or  4  HMSAs.   These  levels,  therefore,  would  establish  an  Inherent  economic 
prejudice  against  Priority  1  and  2  areas  in  which  the  need  for  placement  of  a 
Corps  provider  is  most  appreciable.    This  would  also  contradict  past  policy 
cf  the  NHSC  which  emphasized  placement  of  Corps  personnel  first  in  Priority 
1  and  2  areas.    We  profoundly  disagree  with  the  Administration's  view  that 
simple  supply-side  conomics  will  eventually  provide  for  adequate  distribution 
of  physicians  in  all  communities,  regardless  of  the  socio-economic  composition 
of  the  individual  communities.    Oespite  any  future  surplus  of  physicians  that 
may  occur*  the  economic  real  Hies  of  independent  practice  make  it  far  more 
suitable  for  Priority  3  or  4  areas.    We  must  stress  that  this  argument  is  based 
solely  from  a  hypothetical  economic  perspective  and  does  not  reflect  any  change 
in  our  position  that  most  areas  which  have  traditionally  been  unable  to  support 
fee-for-service  physicians  will  continue  to  be  unable  to  do  so.    This  is 
especial'  /  ti      m  light  of  the  spiralling  costs  of  both  medical  education  and 
health  care     rt      essential  that  adequate  health  care  be  provided  for  sirh 
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AMSA  opposes  amendments  to  Section  338  (f)  that  would  provide  for  the 
conversion  of  NHSC  scholarship  contracts  to  loan  agreements  under  which  the 
recipient  1s  relieved  of  any  service  obligation.   Rather,  we  would  ardently 
urge  that  service  contingent  loan  forgiveness  programs  be  provided  for  phys- 
icians entering  Into  Independent  practices  1n  health  manpower  shortage 
areas,  as  designated  under  Section  332.   Attempts  to  make  rates  of  repayment 
more  favorable  to  students,  still  falls  short  of  eliminating  the  need  for 
the  physician  to  generate  Income  within  a  fee-for-serv1ce  scheme  above  a 
level  necessary  for  personal  support.    Similar  repayment  schemes,  concluded 
a  1975  GAO  report,  did  not  have  a  significant  Impact  on  Influencing  medical 
school  graduates  to  locate  in  shortage  areas.    It  1s  our  contention  that  if 
the  increased  level  of  indebtedness  has  stimulated  significant  interest  in 
such  orograms,  that  Priority  I  and  2  areas  will,  once  again,  be  subject  to 
economic  forces  which  provide  physicians  with  a  greater  likelihood  of  success 
in  less  under-served  areas. 

It  is  our  firm  belief  that  the  current  system  of  financing  medical 
education  requires  most  individuals  to  Incur  dramatically  Increasing  levels 
of  personal  debt.    This,  in  turn,  makes  it  economically  impossible  for  all  but 
a  small  number  of  students  to  consider  establishing  practices  in  underserved 
areas. 

On  behalf  of  our  membership,  we  would  like  to  express  our  sincere  appre- 
ciation for  this  opportunity  to  submit  testimony  on  $.801.    We  look  forward 
to  working  with  this  Committee  in  providing  quality,  cost-effective  health  care 
for  ell  Americans. 
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Mr.  Chaitaan,    this   testimony  is  Submitted   for   inclusion  in 
the  hearing  record  on   the  Health  Professions  Educational 
Assistance  and  Nurse  Training  Act  of   1981   (S.   799),  which 
proposes  to  amend  Titles  VII  and  VIII  of   the  Public  Health 
Service  Act.     Policies   and   recommendations  contained  herein 
are  those  of    the   American   Academy  of  Pediatrics,    an  Inter- 
national professional   association  whose   more   than  22,000 
member   physicians  are  dedicated   to   the  well-being  of  infants, 
children  and   adolesce n  :  s  . 

That  commit  nrent  ever  in  mind,   there  arc   thus  several  aspect* 
of  S.    799  which  warrant   comment,   foremost  among  them: 
Training  Grants.      It    Is   the  considered   view  of    the  Academy 
that   especially  during  a  period  of   scarce  resources,  the 
primary  care   specialties  should  not   receive  arbitrarily  dis- 
proportionate  federal    assistance.     Nor  should   general  pediatrics 
and  general    internal   medicine  be   lumped    together    in  their 
funding  arrangements.      We  urge   that   such   Impediments   In  the 
legislation   at   issue  he   removed.     Specifically,   we  propose 
that   separate  and   distinct   grants   from   the  Department   of  Health 
and  Human  Services  bo  made   to   !)   plan,   develop  and  operate 
approved   residency   training  programs    In   general  pediatrics,- 
2)   plan,  develop   and  operate   teaching  programs    for  medical 
students   in   general   pediatrics  and   3)    plan,   develop  and 
operate   programs    for   the   training  of   physicians  who  plan  to 
teach   general  pediatrics. 

Total    authorizations   for   the  above  mentioned  initiatives 
should   be  iet   at   not    less   than   SIS   million  during  each  of 
the  next   three   fiscal   years  as,    in   our   judgment,    that    is  the 
minimum  sufficient    to  meet   basic  maternal   and   child  health 
interests.      The  relative  availability  of   funds   for  research 
and   training   in   the   1960s   promoted   the   growth  of  subspeciall- 
zatlon.     The    influence  of   these  subspecialties   and  of  the 
service    funds  associated  with   them  was   an    important  factor 
in  bringing   about    emphasis  on   residency   training   in  Inpatient 
settings  at    the  expense   of   training   in   ambulatory  rare. 
Traditionally,   departments   of   surgery  and  medicine,  as 
compared   to   departments   of  pediatrics,   have   received  dispro- 
portionate  levels   of  hospital   and  medical   school  support 
because  of   the  revenue   generated   from   their  hospitalized 
patients.     Lower   rates   of   hospitalization  and   greater  volume 
of  ambulatory  rare   have   been   contrihuting   factors   and  make 
it   very  difficult    for  general   pediatric   training  programs. 

Turning   for   a  moment   to   the  proposed   bill's  Student  Aasslsta nc c 
provisions,    suffice   to   reiterate  established  Academy  views. 
Medical    students   should   be    limited    to   an   aggregate  $80,000 
in   federally    insured   loans   for   their   education,  including 
tuition,    fees   .i n d    reasonable   Mving  expenses.      Interest  rates 
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should  be  fair  and  variable   in  regard  to  need.     Repayment  on 
principal  and   Interest  ahould  be  deferred  during  medical 
school  and  length  of   residency,  service   In  the  armed  forr.es, 
Peace  Corps  or  National  Health  Service  Corps,  Repayment 
ought  to  be  permitted  over  10-15  years  and  be*>in  9-12  months 
after  graduat Ion . 

The  Academy  also  favors  partial  forgiveness     of  loan  principal 
and  interest   in  return   for  mininum  of  two  years  service  in 
the  NHSC  or  in  a  shortage  area:  15  percent   for  one  year;  20 
percent   each   for  second  and  third  year;   and  25  percent  for 
the  fourth  year.     The  amount  of  debt  that  can  be  paid  in 
this  fashion    is  SO  percent  of  the  principal.     Of  course,  in 
cases  of  death,  permanent  dlsahlllty  or   the   like,   the  loan 
should  be  totally  discharged. 

With  respect    to  En  rol lmen t  Commitment  s ,   the  Academy  applauds 
the  provision  of  this  legislation  that  alms  to  release 
recipients  of   grants,   loan  guarantees  and   interest  subsidies 
(such  as  medical  schools)    from  any  contractual  obligation  to 
fulfill    related  enrollment    increases.      It   Is  an  effort  long 
overdue . 

But  there  are  other  efforts  equally  overdue         efforts  not 
addressed  in   thla  hill  but  which  must  be  addressed  soon  if 
the  government    is  genuinely  serious  about   seeking  to  deliver 
adequate,  cost-effective  health  care  to  all  Americans. 
Clearly   today,  advances   in  prevention  and  control  of  tradi- 
tional  acute   and  infectious  diseases  permit   the  pediatrician 
to   devote  more  time  and  attention   to  what   have  been  relatively 
neglected  areas  --  chronic  disease;   the   increasing  number  of 
behavioral  problems  of  childhood  and  adolescence;  and  what 
we   call   bloaoclal   problems  —  those  health  problems  socially 
induced   or  complicated  by  social   and  environmental  factors. 
Because   coping  with   the  challenges  of  modern  society  will 
cause  sn   increase   in   the   incidence  of  bloaoclal  problems, 
modern   pediatric  training  must  be   directed  more  specifically 
to   the   treatment  of   those  problems. 

The  content  of  experience   in  biosocial   pediatrics  should 
Include  normal  and  abnormal  growth  and  development,  basic 
behavioral  science   information,   reactions  of  children  of 
various   sges   to  illness,   education   for  healthy  lifestyles 
and  familiarity  with   th<!  principal   literature   regarding  child 
development.      Residents  should  also  learn  about   the  nature  of 
psychologic  and  achievement  tests,   the  principal  psychologic 
therapies,  the  principles  of  psychopha rmacology ,   and  the 
techniques  of    famiJy  counseling.      They   should   be  Lumlilar 
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with  the  development  characteristics  of  the  parent-child 
interaction,   child  care  practices  and  dysfunctions  in 
parenting. 

Residents  should  learn   to  manage  such   family  crises  as  death 
and  bereavement,   suicide  att  enpts ,   sexual   assault,  accidents, 
child  abuse,  birth  of  a  defective  child,   separation,  divorce, 
abortion,  and  a  wide  range  of  common  behavioral  disorders. 
Furthermore,   they  should  be  able  to  work  with  the  family  to 
resolve  problems  in  parenting,  we  11  child  care,  adoption/footer 
care,   school  ad Just me nt,  and   learning.     They   should  be  familiar 
with  the  role  of  the  pediatrician  in   the  management  of  disease 
states   in  which"  psychological  elements  play  an  etioiogic  or 
contributory  role. 

There  has  been  also  a  dramatic  increase  in  our  recognition  of 
child  health  problems  associated  with  poverty,  a  deteriorating 
physical  environment,   changing   family   structures  and  other 
social  and  psychological   factors.     There   is  growing  evidence 
that  encouragement  of  health  promotion  and  changes  in  life- 
styles may  become  more   important   than  medical  intervention 
in  affecting  morbidity  and  mortality.     The  pediatric  community 
recognizes  that  pediatric  education  must   respond  to  these 
changes   in  child  health  needs.      We  ask  Congress   to  follow 
suit  by  authorizing  the   funds   to  allow  us   to  develop  and 
maintain  an  educational  program  relevant  to  those  needs. 

Pediatric  programs  have,    in   fact,   begun  to  evidence  a  shift 
in  emphasis   toward   treatment  of  biosocial  disordcis  through 
a   strengthening  of  ambulatory  training.      But   the   shift  has 
been  slight,   and  the  bulk  o"f  pediatric  training  still    t  ikes 
place   in  hospital   settings   even   though  the  burden  of  care 
for  children  with  such  problems  remains  largely   in  ihe 
community.     We  simply  cannot  continue   to  all  but    ignore  the 
relationship  between  biosocial  and  developmental  disorders 
such  as  early   family  adjustment   difficulties  and  school 
failure  and   adverse  health  effects  of   those  problems,  A 
recognition  of  that  relationship  mandates  pediatric  edm.it  ion 
which  emphasizes   the  processes  of  human  growth  and  development 
and  their  relationship   to  health  and  disease. 

Because  pediatrics  is   a  primary  care   discipline,   and  becnuse 
most  pediatric  problems  are  best  handled  on  an  outpatient 
basis,   pediatric  education   should  utilize   the  skills  and 
d eaonst rate   the  commitment   to  personal,   continuous  care 
practiced  by  the  general  pediatrician.     The  current  pre- 
ponderance of  hospital-based   teaching   in  the  pediatric 
curriculum  is  one   indication  of   the   dissonance  between  current 
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pediatric  education  and  the  health  needs  of  children.  By 
the  completion  of   formal   postgraduate  training*  most 
pediatricians  arc  extraordinarily  skilled  at  diagnosing  and 
managing  illness,   especially  that  of  hospitalized  children. 
As  a  consequence  of  concentrating  pediatric   resident  education 
on  illness,   many  if  not  most  pediatric   residents  have  only  a 
rudimentary   knowledge  of   the  concept   of  normality  and  parti- 
cularly of  the  variability  surrounding  the  "average"  with 
regard   to  child  development  and  health  status. 

In  the   future,  pediatricians  will  be  called  upon  more  and 
more  to  manage  children  with  emotional  disturbances,  learning 
disabilities,  chronic   illnesses  and  other  problems  of  a 
developmental,  psychological  and  social  nature.     They  will 
provide  Increased  amounts  of  health  care  to  adolescents. 
They  will  be   expected  to  manage   their  practices  efficiently, 
collaborate  with  other  members  of  the  health  care  team  and  use 
community  resources   to  enhance   the  effectiveness  of  services 
to  children  and  their  families. 

The  ambulatory  experience   responds   to   these  needs  by  developing 
skills    in  counseling,   anticipatory  guidance,  developmental 
appraisal,   referral,  consultation,   use  of   screening  procedures 
and  practice  management.     Skills   relating  to  the  care  of 
children  with  chronic   illnesses  and  handicapping  conditions 
are  particularly   important.     Finally,   the  ability   to  coordinate 
services,   plan  comprehensive  care  and  mobilize  available 
community  resources   is  essential  to  provide  ambulatory  care 
of  high  quality.     To  .tccomplish  all   this,   there  remains  a 
distinct  need   for   faculty  development   and  greater  support 
for  research   related   to  ambulatory  care.     Fu_l  1  - 1 1  me  .  fac  ul  ty 
members   in  ambul ato  ry  pediatrics  need   formal   t  r  a 1  n  i  ng_  J,  n 
the  disc jpllne.   It"  is  no   longer  acceptable   to  assume  that 
any  pediatrician  can   teach  ambulatory  pediatrics . 

Unfortunately,   the  pediatric  community   finds   Itself   In  the 
unenviable   position  of   responding  to  a  dramatic   shift  In 
educational   need   In  an  atmosphere  of   fiscal    restraint.  More- 
over,   increasingly   larger   percentages  of  medical   school  funds 
are  being  devoted   to  the  delivery  of   patient  care,   a  develop- 
ment  which  we   recognize   Is  a  Justified   response  to   the  public 
demand   for  quality  health  but  one  which  means   that  other 
sources  of   support   are  necessary   if  service  programs  in 
educational    centers  arc  to   improve   the   teaching  environment 
particularly   through  the  development   of  model   ambulatory  care 
programs.     An__a£P rop^rj^ate  program  of   grants   f g jL^£Cjic_ra_l 
pediatric  training  coul  d   respond   to  this  need  by  earmarking 
funds    for   the  development   o  L_\™.b_!!  liL^iL^XJB^l.1-  9LL±£   *2A*}JL'  We 
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would  reiterate,  also,   that   the  Academy  does  not  seek  addi- 
tional pediatric  residency  positions  but,   rather,  the  means 
to  improve   the  quality  of  existing  residency  training  and 
provide  the  necessary  redirection  of  content. 

The  need  for  federal  support  of  ambulatory  training  programs 
derives  also  fro*  the  present  pattern  of  reimbursement  for 
pediatric  services  «y  third  party  payors.     The   funds  used  to 
support  pediatric  residencies  are  pooled   from  many  sources, 
including  Medicsid,   other  patient-care  revenues,  state 
appropriations  and  grants.     Current   reimbursement  formulas 
directly  and  indirectly  detract   from  the   importance  of 
ambulatory  care  and  diminish  pediatric  department  operating 
budgets  by   imposing  restrictions  on   full   reimbursement  for 
ambulatory  care.     Medicaid  reimburses  well  below  the  actual 
cost   of  providing  ambulatory  care  in  a  teaching  setting,  and 
many  private  insurance  policies  do  not  cover  ambulatory  care. 
Sixty-five   percent  of   famlllub  have  no  insurance  covering 
office  visits  to  a  physician.     Furthermore,  procedure- 
dominated   reimbursement   systems  tend  to     discriminate  against 
the  provision  of  preventive  services,  which  constitute  a 
large  proportion  of  good   pediatric  practice.     Simply  stated  . 
pediatric   residency  programs  cannot   further  expand  into 
Ambulatory   teaching  without   independent   support.  Only 
•eparate  and  dedicated   federal   funding  can  accomplish  this 
teaching  and  training  objective. 

We  believe   increased   financial   support  channeled   into  faculty 
salaries  to  be   the  most   effective  use  of   increased  funding. 
Current  circumstances   find  medical   school    faculty  commonly 
forced  to  "earn   their  keep"  by  delivering  medical  care  during 
non-teaching  hours.     This  obviously  detracts   from  teaching 
time  and  effectiveness.      In  the   pediatric   field,   this  problem 
is  compounded  by  the  generally   longer  hours  required  of  practic- 
ing pediatricians  and  the  above-mentioned  disproportionate 
financial   stress  on   pediatric  departments.     A  more  substantial 
federal  aupport    program  would   free  pediatricians  on  medical 
school   faculties   to  do  their  Job,   namely,   to  teach  pediatries 
to  the  best   of   their  ability. 

As  the  emphasis   on   teaching  ambulatory  care   increases,  pediatric 
department*?  will   ncd   to  copu  with  the  serious  shortages  of 
faculty  to   teach   in  such   areas  as  adolescent  medicine,  learning 
disabilities,   care  of   the   chronically   ill,   ambulatory  can, 
community  prediatrics  and   the  behavioral   sciences.      Facu It y 
developmen  t    in   these  areas  will    require   financial  support 
for  fellowship,   and  research  positions   ln'these  dlsclplln  e_s . 
This  means   that    pediatric  education,  which   is  already  coJtly, 
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will  grow  even  sore  10  if  it  responds  to  the  obvious  health 
needs  of  our  nation's  children.     In  the  past  we  have  been 
much  slower  to  finance  ambulatory  and  preventive  care  than 
cataatrophlc  or  tertiary  care.     However,  It  Is  Increasingly 
clesr  that   economical  and  effective  health  care  depends  much 
•ore  on  the  former  than  the  latter.     We  ask  you  to  recognize 
thla  situation  In  thia  and  future  health  manpower  funding 
propoaala. 

Finally,  the  American  Academy  of  Pediatrics  would  like  to 
offer  lta  services  to  aid  In  implementing  some  of  the 
suggestions  made  above. 
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April  22,  1981 


Honorable  Orrin  G.  Hatch 
Chairman 

Committee  on  Labor  and  Human 

Resources 
United  States  Senate 
Washington,  D.C.  20510 

Dear  Senator  Hatch: 

The  Association  of  American  Medical  Colleges  (AAMC)  would 
like  to  take  this  opportunity  to  express  its  views  on  S.801, 
"The  National  Health  Service  Corps  Amendments  of  1981"  and 
requests  that  this  statement  be  entered  into  the  hearing  record. 

The  AAMC  serves  as  the  national  voice  for  the  126  U.S. 
accredited  medical  schools  and  their  students;  more  than  400  of 
the  major  teaching  hospitals;  and  over  70  academic  and  profes- 
sional societies  whose  members  are  deeply  engaged  in  teaching, 
research  and  in  patient  care.     As  such,  the  AAMC  is  an  interested 
party  in  the  development  of  legislation  to  revise  the  National 
Health  Service  Corps  and  its  feeder  mechanism,  the  Scholarship 
Program. 

National  Health  Service  Corps  (NHSC)  Program 

The  AAMC  a  longstanding  advocate  of  the  NHSC  as  an  effective 

and  socially  desirable  instrument  to  improve  the  specialty  and 

geographic  distribution  of  physicians  has  become  progressively 

more  concerned  that  the  costs  of  this  Program  will  drain  large 
amounts  of  funding  from  the  increasingly  scarce  resources  available 
for  other  vital  programs.    There  has  been  a  growing  conviction 
that  the  NHSC  has  become  an  unnecessarily  expensive  solution  to 
the  maldistribution  problems  in  the  Nation.    There  has  also  been 
concern  that  these  problems  no  longer  demand  efforts  as  strenous 
as  in  the  past.    These  assertions  should  not  be  interpreted  to 
mean  that  the  AAMC  believes  that  the  Federal  Government  has  no 
responsibility  to  assist  in  correcting  the  maldistribution  of 
health  professionals  or  indeed  that  these  maldistributions  no 
longer  exist.     Rather,  it  is  an  expression  of  the  Association's 
concern  that  the  Corps,  in  its  present  form,  does  not  appear  to  be 
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the  roost  cost-effective  mechanism  through  which  to  address  these 
problems  and  that  in  light  of  the  amelioration  of  these  problems 

 in  part  attributable  to  the  NHSC  the  magnitude  of  current 

needs  now  merits  reevaluation.  For  these  reasons,  the  Association 
believes  that  further  growth  of  the  Corps  should  not  be  permitted. 

While  the  Association  is  pleased  that  S.801  provides  that 
the  Corps  be  maintained  at  a  steady  state,  it  hopes  that  members 
of  the  Committee  recognize  the  necessity  of  reassessing  the  country  i 
needs  and  exploring  less  costly  means  of  meeting  them.    The  Associa- 
tion would  suggest  that  the  Committee  consider  expanding  the 
popular  loan  forgiveness  provision  in  the  Health  Professions  Student 

Loan  (HPSL)  Program  which  has  been  oversubscribed  to  all 

Pederal  loans.    Funding  such  a  program  at  a  modest  level  would 
provide  the  opportunity  to  test  the  viability  of  loan  forgiveness 
in  current  economic  circumstances  as  a  less  expensive  complement 
or  alternative  to  the  National  Health  Service  Corps  Program. 

Finally,  the  Association  would  like  to  take  this  opportunity 
to  express  its  support  for  the  proposals  advocated  by  this  bill  to 
encourage  use  of  the  Program's  Private  Practice  Option,  as  one 
means  of  alleviating  the  burgeoning  costs  of  the  Corps  and  meeting 
the  needs  of  underserved  area.    Specifically,  the  Association 
endorses  those  provisions  of  S.801  that  would: 

•  Require  the  Secretary  to  provide  subsidies  for 
those  individuals  who  choose  this  option. 

•  Grant  the  Secretary  the  authority  to  negotiate 
the  conversion  of  the  services  obligation  of 
individuals  electing  independent  practice  into  a 
loan  with  favorable  interest  rates  and  repayment 


National  Health  Service  Corps  (NHSC)  Scholarship  Program 

Consonant  with  the  view  that  the  Corps  Service  Program  has 
grown  too  costly,  the  AAMC  believes  that  its  feeder  mechanism, 
the  Scholarship  Program,  should  be  scaled  down  accordingly  and 
therefore  suppo    s  the  bill's  intent  to  provide  only  continuing 
awards.    The  As  relation  also  strongly  endorses  those  provisions 
of  the  bill  that  would  grant  the  Secretary  the  discretionary 
authority  to  convert  a  student's  service    obligation    into  a  7% 
loan.     The  AAMC  believes  that  permitting  the  Secretary  such 
flexibility  is  essential  in  terms  of  both  the  public  interest  and 
sound  economic  policy. 
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Finally,  the  Association  would  like  to  strongly  emphasize 
that,  although  not  originally  intended  as  such,  the  NHSC  Scholar- 
ship Program  has  proven  to  be  a  necessary  component  of  the  student 
?«So*?ructure  available  to  medical  students.    In  academic  year 
1979-1980,  4,401  medical  students  received  approximately  $49.8 

million  in  aid  under  this  Program  more  than  half  of  the  funds 

appropriated.    Thus,  it  has  proven  to  be  a  substantial  form  of 
aid  and  the  impact  of  the  loss  of  these  funds  must  be  considered. 
Therefore,  restoration  of  funds  in  this  amount  through  some  more 
generous  authorisations  for  other  student  aid  programs  is  vital  to 
the  continuation  of  adequate  student  assistance, 

I£  f  or  members  o£  BV  »taff  can  supply  you  with  further 
information,  please  don't  hesitate  to  contact  me. 
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SUKMARY  STATEMENT 
of  the 

AMERICAN  MEDICAL  ASSOCIATION 

before  tht 

Committee  on  Ubor  and  Human  Resources 
United  States  Stnata 

RE:  Health  Manpower  legislation  -  S.  793; 
and  tha 


This  summary  will  brlafly  sat  out  key  points  of  S.  799  and  S.  801 
and  tha  AHA  position  on  thosa  points. 

S.  799  •  "Haalth  Professions  Educational  Asslstanca  and  Mursa  Training 
m    Act  ofW  

Nonlntarfaranca  with  Administration  of  Institutions  (Section  107)- 
Tha  government  will  not  hava  tha  authority  to  direct,  supervise  or  control 
tha  personnel,  curriculum,  administration  or  Instruction  at  haalth  educa- 
tion Institutions.  SUPPORT. 

Haalth  Professions  Data  (Section  107) .    Tha  Secretary  will  be  euthorlzed 
to  collect  date,  including  Information  on  practice  cherecterlstlcs,  on  heelth 
professlonel  personnel,  end  meke  projections  on  the  future  needs  of  health 
personnel .    2*4  re  focusing  of  ths  data  collection  to  the  broad  rang*,  of 
health  personnel  is  supported,    Bovever,  data  on  practice  characteristics 
should  not  be  oollectedt  and  studies  concerning  future  health  personnel 
needs  should  be  continued  by  non-government  organizations,  using  a  variety 
of  models. 

Construction  Assistenca  (Sections  121.  122.  and  123).    Loan* guaren teas 
and  interest  subsidies  will  be  available  to  nonprofit  private  entitles,  and 
enrollment  Increases  tied  to  construction  funds  will  be  repealed.    The  AHA 
endorsee  thsss  two  provisions.    Bowever,  funds  should  be  directed  toward 
renovation  and  modernization  of  existing  facilities.    Funds  should  also  be 
available  to  public  educational  entities  for  modernisation  and  renovation 
,  projects. 


Italicized  type  indicates  the  AMA  position. 
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j^f?*  A»>I>Unct  <*«rt  Sb  Changes  in  tht  Health  Education  Assistance 
Loan  (HEAL)  program: 

Consolidate  loans  with  those  made  under  the  Higher  Education 

Act  of  1965.  SUPPORT. 
Increase  maximum  annual  HEAL  loan  to  $20,000  for  medical  students 

($80,000  maximum  cumulative  total).  SUPPORT. 
Defer  payment  of  interest  for  an  additional  year  (currently 

three  years).  SUPPORT. 
Authorize  a  graduated  repayment  plan.  SUPPORT. 
Repeal  class  size  restrictions  tied  to  the  percentage  of  the 

class  receiving  HEAL  loans.  SUPPORT. 
Allow  HEAL  monits  to  be  used  for  living  expenses.  SUPPORT. 

Changes  In  the  Health  Professions  Student  Loan  (HPSL)  program: 

Set  interest  rates  at  SUPPORT. 

Authorize  no  additional  HPSL  funding.  OPPOSE. 

Repeal  of  General  Institutional  Support  (Section  153).    This  type  of 
*upport  should  be  pHased-out  and  should  not  be  abruptly  discontinued. 

Repeal  of  Exceptional  Financial  Heed  Scholarships  (Section  153). 
OPPOSE.    A  wide  range  of  educaticnal  financing  mechanisms  should  be  available. 

Special  Project  Grants  (Part  0) . 

Family  Medicine  (Grants  to  schools  to  aid  academic  administrative 

units).  SUPPORT. 
Support  services  In  underserved  areas.  SUPPORT. 
Physical  and  Rehabilitative  Medicine.  SUPPORT. 
Training  in  Family  Medicine,  General  Internal  Medicine,  and 
General  Pediatrics.  SUPPORT. 

Financial  Distress  Grants  (Section  166) .    A  two  part  program  with 
edvenced  grants  avaiieble  for  certain  Institutions.    SUPPORT.  However, 
the  AHA  recommends  modifications  that  would  extend  the  authorized  funding 
Period  and  allow  for  multi-year  grants,  in  conformity  with  the  AHA  proposed 

S.  801  -  "National  Health  Service  Corps  Amendments  of  1981" 

Designation  of  HMSAs  (Section  3).    Factors  for  designating  an  HMSA: 
Area  cannot  be  reasonably  accessible  to  an  adequately  served 
a  rea .  SUPPORT. 

The  likelihood  that  the  demand  for  care  will  not  be  met  within 

two  years.  SUPPORT. 
Comments  of  local  medical  and  professional  societies.  SUPPORT, 

However,  medical  societies  should  have  approval  authority t 

with  further  authority  in  the  Secretary  to  override  any  arbitrary 

society  action. 
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Asslqmaent  of  Corps  Personnel  (Section  M. 

Assignments  made  efter  a  deteralnetlon  of  need  by  the 

S«cr«Ury .  SUPPORT. 
Local  medical  wd  profasslonal  societies  will  be  el  lowed 
to  submit  comments.   SUPPORT.    flfcwever,  m$dioal  90oietie$ 
should  have  approval  authority,  vith  further  authority  in 
the  Secretary  to  override  any  arbitrary  eociety  cation. 

Provision  of  Services  by  NHSC  Hembers  (Section  6).    Services  are 
ba  provided  In  cooperation  with  and  not  In  competition  with  othar  pro- 
viders Jr.  tha  HKSA.  SUPPORT. 

Scholarship  Program  (Section  10). 


Continuation  of  existing  scholarships.  SUPPORT. 

No  naw  scholarships.  SUPPORT.   

Independent  Practice  Option.  SUPPORT. 

Mandatory  acceptance  of  assignment  under  the  Independent 

Practice  Option.  OPPOSE. 
Service  Obi  1  get  I  on  Conversion.   SUPPORT. the  authority  to 
negotiate  eervice  obligation  change,  but  OPPOSE  Granting 
the  Secretary  unilateral  authority  to  convert  nev  eoholar- 
eHpe  into  a  loan. 


National  Health  Service  Corps  Field  Strength.    In*  field  etrength  of 
tha  Corf  ehould  not  exceed  the  needs  of  shortage  areas  designated  0-1  and 
0*2  under  current  designation  criteria. 
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STATEMENT 
of  tht 

AMERICAN  MEDICAL  ASSOCIATION 

before  tht 

Committee  on  Ubor  and  Hunan  Resources 
United  States  Senate 

RE:  Health  Manpower  Legislation  -  S.  799; 


The  American  Medical  Association  takes  this  opportunity  to  submit 
comments  on  S.  799.  the  •'Health  Professions  Educational  and  Nurst 
Training  Act  of  1981,"  and  S.  801,  tht  "National  Htalth  Strvlct 
Corps  Amendments  of  1981.'*   These  cowan ts  will  bt  stt  out  In  two  stctlons. 
Tht  first  will  prtstnt  tht  gtntral  vltws  of  tht  AMA  on  tht  Issuts  of 
Institutional  support,  financial  aid,  and  tht  National  Htalth  Strvlct  Corps, 
and  tht  second  stctlon  will  comment  upon  sptclflc  elements  of  S.  799  and 
S.  601. 


Tht  AMA  vltws  two  factors  as  being  singularly  Important  to  assuring 
tht  strtngth  of  medical  education.    First,  tht  Institutions  themselves 
must  have  sufficient  resources  to  provide  education  of  high  quality; 
and  second,  the  students  who  wish  to  pursue  careers  In  health 


and  the 

National  Health  Service  Corps  -  S.  801 
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professlons  must  have  tht  resources  to  meet  the  costs  of  this  education. 
In  order  to  accomplish  these  goals,  we  believe  that  it  1 1  in  the  best 
Interests  of  medical  schools,  the  government,  the  medical  profession, 
and  especially  patients,  that  the  relationship  between  government  and 
medicine  be  as  constructive  as  possible.    In  the  end,  our  paramount  con- 
cern and  goal  must  be  the  provision  of  medical  care  of  high  quality. 

Institutional  Support 

The  separate  legislation  passed  in  the  House  and  the  Senate  last  year 
and  S.  799,  currently  before  this  Committee,  offer  aid  to  health  professions 
schools  through  e  variety  of  resources.    The  AHA  strongly  endorses  the  con* 
cept  of  having  multiple  sources  for  aiding  medical  schools,     in  addition  to 
the  aid  which  has  been  evat labia  through  federel  programs  under  the  Public 
Health  Service  Act,  state  aid  to  many  health  professions  educational  Institu- 
tions, and  the  support  of  individuals,  foundations,  and  industry  and  business 
have  proven  to  be  invaluable. 

General  institutional  support  has  been  an  investment  of  public 
funds  that  has  successfully  aided  In  Improving  the  quality  and  availability 
of  medical  education  and  medical  care.    The  expenditure  of  these  grants 
has  the  advantage  of  allowing  the  schools  to  have  the  flexibility  to  meet 
their  Individual  needs  and  the  needs  of  the  community  they  serve.  However, 
the  AHA  recognizes  that  even  these  expenditures  must  be  reviewed  In  light 
of  competing  priorities  for  limited  resources. 

Special  project  grants  h«ve  also  proven  to  be  beneficial.    In  authorizing 
grant  monies,  the  government  hes  succeeded  in  furthering  important  goals, 
such  as  the  bolstering  of  primary  medical  care  In  the  United  States.  The 
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avallabl 1 Ity  of  special  project  grants  has  benefited  those  Institutions 
that  have  availed  themselves  of  this  source  of  funds. 

Funds  for  aiding  Institutions  In  financial  distress  and  for  the 
modernization  of  existing  facilities  have  an  immeasurable  value  as  a  means 
of  maintaining  the  quality  of  medical  education.    Without  resources  for 
these  purposes,  the  ability  of  some  medical  schools  to  graduate  a  well  prepared 
class  of  young  physicians  would  diminish.    Such  funding  should  take  precedence 
over  future  federal  investments  in  the  start-up  of  new  medical  schools. 
However,  in  supporting  assistance  for  modernization  of  existing  facilities 
and  for  institutions  in  financial  distress,  the  AHA  recognizes  that  such 
funds  cannot  act  as  a  permanent  crutch  for  schools  In  need  of  modernization 
or  In  financial  distress. 

In  light  of  the  growing  trend  for  elimination  of  general   inst i tut icnal 
support  for  medical  schools,  as  exemplified  by  S.  799,  it  is  our  view  that 
the  medical  community  and  the  medical  schools  must  diversify  further  sources 
of  financial  support  for  medical  education.    Utile  the  federal  role  has 
been  significant  in  the  last  decade,  medical  education  has  also  enjoyed 
support  from  various  other  sectors  of  society.     It  will  now  be  incumbent  to 
increase  this  latter  base  of  support  to  assist  In  meeting  funding  requirements. 

Student  Assistance 

The  cost  of  financing  a  medical  education  can  only  be  described  as 
staggering.    Annual  tuition  figures  in  excess  of  $10,000  are  becoming  common- 
place, and  we  are  deeply  concerned  over  the  financial  burdens  being  placed 
on  students  and  the  impact  of  high  tuition  upon  new  practitioners. 
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The  AHA  believes  that  access  to  medical  education  must  not  be  allowed  to 
become  limited  on  the  basis  of  income.    To  prevent  this,  student  assistance 
must  be  of  the  highest  priority  for  government  action.    Financial  aid  must 
be  available  to  make  the  choice  of  medicine  as  a  career  a  viable  one  for 
qualified  applicants.    The  AHA  Is  committed  to  seeing  that  financial  resources 
are  available  to  qualified  aspiring  health  professionals. 

We  believe  that  an  effective  and  appropriate  mechenlsm  for  government 
participation  in  medical  education  is  a  strengthened  program  of  guaranteed 
loans.    Such  a  guarantee  program  would  encourage  privete  lenders  to  make 
money  available  to  students  and  serve  to  minimize  the  strain  on  government 
resources.    The  AHA  recommends  that  repayment  of  loans  under  such  a  program 
be  deferred  during  the  period  of  medical  school  training,  as  well  as 
through  residency  training,  when  Income  limitations  might  pose  a  hardship 
In  meeting  loan  obligations.    Consideration  should  also  be  given  to  interest 
subsidies  for  the  length  of  training,  and  to  setting  the  rate  of  repayment  to 
the  ability  of  the  individual  to  repay  the  principal  of  the  loan.    Loan  forgive- 
ness arrangements,  at  realistic  rates  of  forgiveness,  entered  into  following 
completion  of  medical  training  when  the  young  physician  can  better  assess 
the  various  available  alternatives,  could  encourage  service  in  areas  lacking 
adequate  medical  services.    This  would  result  In  the  location  of  physicians 
In  such  areas  who  are  more  likely  to  desire  to  serve  In  the  area  following 
fulfillment  of  their  payback  obligation. 

While  the  AHA  strongly  endorses  the  guaranteed  loan  mechanism,  we 
believe  that  additional  mechanisms  can,  and  should  be  available  to  help 
finance  medical  education.    For  example,  service  arrangements,  such  as  the 
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military  scholarship  programs  and  financial  grants-in-aid  for  able  but 
economically  disadvantaged  students  should  be  available.  Furthermore, 
state  aid  to  students  in  health  professions  educational  institutions  must 
be  encouraged. 

Nurse  Training 

On  a  dally  basis,  physicians  providing  medical  care  to  patients  in 
hospitals  are  working  under  a  handicap  of  a  shortage  of  qualified  nursing  staff. 
The  AM  supports  continued  federal  assistance  to  programs  of  basic  nurse 
training  in  order  to  meet  the  nation's  nursing  needs.    This  assistance 
should  be  provided  to  both  the  training  Institution  and  to  the  nursing 
student. 

National  Health  Service  Corps  (NHSC) 

The  goal  of  the  Corps  should  be  to  place  assignees  into  areas  of 
legitimate  need  with  the  expectation  that  a  long-term  commitment  for  serving 
the  community  will  evolve.     In  this  fashion,  the  NHSC  should  be  able  to 
fulfill  its  function  of  making  medical  and  other  health  care  available  to 
an  undeserved  population.    Accordingly,  NHSC  service  should  be  under 
circumstances  approximating  and  compatible  with  private  practice  in  the 
community.    The  AMA  also  supports  the  private  practice  option  where  such 
service  Is  consistent  and  compatible  with  private  practice  modes  in  the 
community.    The  field  strength  of  the  Corps  should  not  exceed  the  needs 
of  the  shortage  areas  designated  0-1  and  0-2  under  current  designation 
erf teria. 
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SPCCIFIC  PROVISIONS 


Oaf  Collection 

S.  799  would  Mind  the  section  of  the  Public  Maelth  Service  Act  thet 
author  I  ui  the  Secretary  "to  collect,  compile,  end  enelyze  dete  on  health 
professioni  personnel As  emended,  the  Secretary  would  not  be  mandated 
to  establish  e  uniform  health  professions  date  reporting  lyitem,  end  the 
date  would  not  center  on  medical  and  dental  practice.    tn  addition,  the 
Secretary  will  study  the  need  for  end  supply  of  health  personnel  end 
provide  "projections  relet  I ng  to  such  need  end  supply  In  the  future." 

The  AMA  believes  thet  the  dete  collection  segment  of  the  existing  law 
should  be  modified,  end  we  therefore  endorse  the  propose)  to  repeal 
authority  to  esteblish  e  dete  reporting  system  thet  focuses  on  physic lens 
end  dentists.    Howevar,  we  ere  concerned  about  the  possibilities  of  collecting 
data  on  practice  characteristics;'  end  using  such  dete  to  meke  projections 
on  thm  need  for  health  professionals  |n  the  future.    The  AHA  hes  developed 
draft  legislation  (attached)  to  address  this. 

The  mandate  to  collect  data  on  practice  character! sties  should  be 
deleted  from  the  law.    Such  specific  dete,  when  coupled  with  the  other  Infor- 
mation collected,  could  serve  to  Identify  Individual  practitioners.    The  AHA 
Is  concerned  with  the  possibility  thet  Informetlon  may  be  Improperly  disclosed. 

We  ere  elso  concerned  thet  the  Secretary's  authority  to  make  projections 
on  the  future  needs  of  health  personnel  could  heve  the  potent lei  of  sheping 
the  future  directions  in  medical  education  and  the  educetlon  of  other  health 
care  personnel  by  using  e  single  study  es  the  basis  for  planning.  The 
Graduate  Medical  Education  National  Advisory  Committee  (GMENAC)  Is  en  example 
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of  an  organization  that  has  sat  out  to  projact  futura  madlcal  practitioner 
needs.    GMENAC  has  completed  Its  study,  but  its  mathodologias  and  findings 
ara  highly  controvars ial  and  hava  baan  widaly  crlticizad.    Tha  AHA  strongly 
recommend*  that  stud  las  concarning  tha  naad  and  supply  of  haalth  cara 
parsonnal  ba  continuad  In  tha  most  cost-aff iciant  mannar  by  non-governmental 
organizations,  using  a  variaty  of  modals  and  assumptions  basad  on  data  and 
analysas  of  trands. 

Construction  Funds 

Tha  proposad  legisletion  makas  construction  funds  aval  labia  In  tha 
form  of  loan  guarantaas  and  intarast  subsidias  to  assist  nonprofit  private 
entitias  to  carry  out  approved  construction  projects.    S.  799  does  not 
authorize  any  funds  for  grants  to  public  or  other  nonprofit  institutions. 
Additionally,  the  statutory  enrollment  increases  that  are  tied  to  construction 
funds  will  be  repealed. 

The  AHA  supports  the  provision  that  would  delete  the  enrollment  Increase 
requirement  that  is  currently  tied  to  receipt  of  construction  funds.  However, 
we  are  concerned  over  the  limited  neture  of  the  entitles  eligible  to  receive 
construction  funds  under  the  proposal  before  the  committee.    We  would  recommend 
that  such  funds  be  available  to  wore  than  Just  nonprofit  prlvtfte  entities, 
and  that  these  funds  be  limited  in  use  to  renovation  and  modernization  of 
existing  fad  1  ities  . 

The  AMA  recognizes  that  funds  for  construction  assistance  are  limited, 
and  it  Is  our  belief  that  expending  these  monies  for  construction  of  new 
medical  schools  would  not  be  appropriate  at  this  time.    Many  medical  schools 
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need  to  upgrade  their  facilities,  and  we  believe  that  any  fundi  allocated  for 
construction  assistance  would  generate  the  greatest  return  If  they  are 
funneled  toward  modernization  and  renovation  of  existing  facilities. 

General  Institutional  Support 

Unlike  H.A.  200*,  the  health  manpower  bill  currently  under  consideration 
In  the  House,  and  the  health  manpower  legislation  that  passed  In  both  the 
House  and  the  Senate  last  year,  S.  799  would  abruptly  end  general  Institu- 
tional support. 

As  we  have  already  pointed  out,  general  Institutional  support  of 
medical  schools  has  served  the  public  interest  by  aiding  and  Improving  the 
quality  and  availability  of  medical  education  and  medical  care,    while  the 
amount  that  an  Institution  can  receive  under  this  program  is  not  great, 
the**  funds  are  flexible  and  enable  medical  faculties  to  focus  their  use 
on  their  Institution's  needs  and  the  needs  of  the  community.    We  are  concerned 
that  an  abrupt  discontinuation  of  these  funds  will  force  Institutions  to 
retrench  some  of  their  essential  programs,  particularly  In  the  services  basic 
to  medical  practice,  and  to  look  to  other  government  programs  or  to  Increased 
tuition  as  a  means  to  recapture  these  funds. 

The  AHA  recommends  that  the  general  institutional  support  program 
be  phased-out.    Such  a  phase-out  would  allow  for  those  Institutions  that 
rely  on  these  monies  time  to  develop  other  sources  of  funds  while  continuing 
without  the  substantial  disruption  that  would  be  caused  by  the  total  elimina- 
tion of  the  program. 
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Flnanclal  Distress  Grants 

The  bill  tefore  the  committee  provides  for  a  duel  program  for  institu- 
tions In  financial  distress.    The  first  program  would  allow  institutions 
that  have  not  received  funds  under  the  existing  program  for  the  past  three 
years  to  enter  Into  grants  or  contracts  with  the  Secretary  to  help  them 
meet  costs,  accreditation  requirements,  or  carry  out  operational  reforms. 
The  second  program  would  establish  "advanced  financial  distress  grants1'  for 
Schools  of  Medicine,  Osteopathy,  Dentistry,  Optometry,  Podiatry,  Veterinary 
Medicine  or  Pharmacy  if  those  individual  institutions  have  previously 
received  financial  distress  funds  for  the  past  three  years.  Institutions 
eligible  for  advanced  grants  may  receive  these  funds  for  up  to  five  years 
and  they  are  obligated  to  find  additional  nonfederal  support  and  to  work 
to  eliminate  the  need  for  further  federal  support. 

The  AMA  believes  that  financial  distress  grants  can  serve  a  valuable 
need  In  aiding  institutions  whose  financial  problems  have  reached  crisis 
proportions.    The  financial  problems  of  some  schools,  particularly  those 
schools  enrolling  a  large  proportion  of  minority  students,  are  deeply  rooted 
and  do  not  appear  susceptible  to  short-term  solutions.    For  this  reason,  the 
AMA  has  developed  draft  legislation  (attached)  to  address  this  need.  We 
do  support  the  Intent  of  the  financial  distress  provisions  of  S.  799.  However, 
the  AMA  is  concerned  over  the  fact  that  the  bill  Only  authorizes  funds  for 
this  program  through  FY  1984.    We  would  recommend  that  the  program  be 
authorized  for  five  years,  and  that  multi-year  grant  authority  with  advanced 
funding  be  available  so  that  the  purpose  of  these  grants  can  be  fulfilled. 
Finally,  we  are  concerned  over  the  fact  that  the  program  is  only  authorized 
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$9  million  annually,  and  that  this  My  prove  Inadequate.    As  structured, 

financial  distress  grants  would  only  be  available  for  a  limited  period  of 

time  and  Institutions  receiving  these  monies  would  have  to  work  to 

create  solvent  programs.    Failure  to  do  so  would  result  In  the  ultimate  failure 

of  the  Institution.    It  Is  our  view  that  If  an  Institution  Is  worthy  of 

receiving  a  financial  distress  grant,  there  should  be  adequate  funds  to 

aid  the  Institution  In  becoming  fiscally  sound. 

Student  Assistance 

S.  799  would  continue  the  Health  Education  Assistance  Loan  (HEAL) 
program   and  allow  loans  issued  under  this  program  to  be  consolidated  *'lth 
those  Issued  under  the  Higher  Education  Act  of  1965.    Additionally,  restric- 
tions on  the  percentage  of  a  class  receiving  HEAL  loans  will  be  repealed, 
and  funds  received  under  this  program  will  be  allowed  to  be  used  for  living 
expenses.    Payment  of  Interest  will  be  deferred  for  an  additional  year,  and 
students  of  medicine  will  be  able  to  borrow  up  to  $80,000  with  an  annual 
limitation  of  $20,000.    Finally,  borrowers  under  th ' s  program  may  elect  a 
graduated  payment  plan  with  smaller  Initial  payments  upon  completion  of 
trelnlng.    The  bill  would  el  so  discontinue  additional  funding  for  the  Health 
Pro  f  ess  I  c  at  Student  Loan  (HPSL)  program,  with  the  program  continuing  to  use 
funds  that  exist  In  the  revolving  fund.    HPSL  interest  rates  will  be  set  at 
91  ennuatty.    S.  799  would  also  repeal  the  Exceptional  Financial  Need 
scholarship  program. 

As  stated  ebove,  the  availability  of  financial  aid  for  medical 
students  Is  of  paramount  Importance.    With  medical  school  tuition  rising, 
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and  with  institutions  looking  for  additional  sources  of  revenue,  a  limita- 
tion on  the  availability  of  financial  aid  could  have  the  affect  of  creating 
medical  school  classes  that  are  not  representative  of  the  population  as 
a  whole.     Students  entering  medical  school  should  have  the  opportunity  to 
apply  for  financial  assistance  from  a  variety  of  programs.    We  note  with 
concern  that  existing  federal  programs  would  be  severely  limited  under  the 
bill  before  this  committee,  and  could  have  the  effect  of  precluding 
qualified  applicants  from  attending  medical  school. 

Some  of  the  changes  In  the  HEAL  program  that  are  proposed  In  S.  739 
are  U   j  overdue,  and  we  endorse  them  as  practical  actions  that  can  only 
benefit  loan  recipients.    The  proposed  graduated  payment  plan,  the 
additional  deferral  o*  Interest  payments,  the  authority  to  use  HEAL  money 
for  living  expenses,  the  ability  to  consolidate  HEAL  loans  with  Higher 
Education  Act  loans,  the  repeal  of  class  restrictions  coupled  with  HEAL 
loans,  and  the  increase  in  the  amount  students  can  borrow  under  the  HEAL 
program  all  represent  positive  steps,    These  actions  will  allow  for  more 
flexibility  in  the  HEAL  program  and  AHA  supports  them. 

The  HEAL  program  is  continued  with  $100  million  being  authorized 
on  an  annual  basis  for  FYs  1982,  1983 »  1984,  1985,  and  1986.    While  we 
laud  the  fact  that  this  program  is  being  continued  and  that  funds  will 
be  available  through  1986,  the  total  amount  being  authorized  for  the  next 
five  fiscal  years  will  still  fall  $20  million  short  of  the  authorized 
funding  level  for  FY  1980.    Coupling  this  with  the  reductions  proposed  for 
the  HPSL  program  and  the  Exceptional  Financial  Need  program,  the  very  real 
possibility  exists  that  medical  students  will  be  facing  a  financial 
crisis  In  the  immediate  future.    We  urge  the  committee  to  closely  examine 
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th  e  programs  for  student  assistance  before  any  cuts  In  the  programs 
are  made.    Additionally,  we  would  recommend  that  a  program  for  student 
assistance,  providing  for  flexibility  in  funding  and  career  choice,  along 
the  lines  that  we  have  discussed  In  the  earlier  portion  of  this  statement, 
be  initiated. 

national  Health  Service  Corps 

S.  801  would  make  major  changes  In  the  basic  structure  of  the  National 
Health  Service  Corps  program.    Under  this  bill,  health  manpower  shortage 
areas  will  be  redefined  so  as  to  include  only  geographic  areas,  and  In 
the  designation  process  the  Secretary  of  HHS  will  consider  the  ratio  of 
available  health  manpower,  access  to  care,  and  the  likelihood  that  the  demand 
for  care  will  not  be  met  within  the  next  two  years,    in  making  designations, 
local  medical  and  professional  societies  will  be  given  an  opportunity  to 
comment  on  the  proposed  designation.    As* Ignments'  of  Corps  personnel  to  the 
shortage  areas  will  only  be  made  after  a  determination  of  need  by  the 
Secretary,  and  after  local  medical  and  professional  societies  had  been 
afforded  an  opportunity  to  comment  on  assignments. 

The  NHSC -scholarship  program  would  also  be  the  subject  of  significant 
alterations  under  S.  801.    First,  the  program  would  be  shifted  to  Title  111 
of  the  Public  Health  Service  Act  In  recognition  of  the  fact  that  the  NHSC 
Is  designed  to  offer  medical  services  in  areas  of  legitimate  need,  and 
Is  not  designed  to  be  primarily  a  financial  assistance  program  for  medical 
students.    Under  the  bill  fcsfore  thl*  committee,  scholarship  contracts 
made  In  FY  1982  would  provide  the  >ecr*tary  the  option  to  convert  the 
service  contract  Into  a  7%  loan  oblation  upon  completion  of  training 
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wi th  the  service  obligation  being  eliminated.    The  Secretary  would  also 
have  authority  to  negotiate  similar  modifications  with  pre-FY  1982  scholar- 
ship recipients,  and  the  Secretary  would  be  able  to  establish  lower  interest 
rates  for  those  individuals  who  establish  Independent  practice  in  a 
shortage  area.    The  scholarship  program  would  be  continued  with  funding 
adequate  to  only  continue  existing  scholarships,  with  no  new  scholarships 
being  offered.    Finally,  the  Independent  practice  option  would  be  encouraged. 

The  AHA  has  recently  completed  a  lengthy  analysis  of  the  National 
Health  Service  Corps  program.    The  AHA  is  in  agreement  with  the  intent  of 
the  provisions  of  S.  801  that  would  authorize  greater  medical  community 
Input  Into  the  designation  and  placement  of  Corps  personnel.    We  also  agree 
with  the  proposal  that  would  limit  NHSC  scholarhsips  to  those  who  have 
existing  scholarships.    However,  the  provisions  of  S.  801  should  be  modified 
so  that  the  goal  of  the  Corps,  I.e.,  long-term  community  service,  will  be 
accomplished. 

The  designation  and  staffing  process  should  be  reformed  to  specifically 
authorize  approval  by  local  and  state  medical  societies  prior  to  the  designa- 
tion of  a  shortage  area  and  the  assignment  of  Corps  personnel.    Of  course, 
the  Secretary  should  have  the  authority  to  override  a  medical  society 
decision  In  the  unlikely  event  of  an  arbitrary  withholding  of  approval.  With 
such  provisions,  as  provided  in  earlier  law,  areas  with  manpower  needs  would 
more  likely  be  served  on  a  long-term  basis. 

The  new  provision  In  the  Independent  practice  option  that  would  obligate 
physicians  who  elect  this  option  to  accept  Medicare  assignment  or  be  found 
in  breach  of  their  contract  would  most  certainly  be  counterproductive.  As 
a  matter  of  fact,  to  attach  such  conditions  under  the  label  of  "independent11 
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practice  is  at  best  an  anomally.    A  provision  mandating  the  physician  to 
accapt  assignments  (generaPy  a  reduced  fee)  in  ait  cases  regardless  of 
individual  circumstances  does  not  create  a  practice  environment  that  Is 
conducive  for  the  physician  to  create  a  long-term  practice.    We  are 
concerned  that  a  requirement  for  acceptance  of  Medicare  assignment  would 
actually  discourage  the  desire  to  fulfill  a  service  obligation  through 
the  private  practice  mode,  when  in  feet,  encouragement  should  be  provided. 
Incentives  for  long-term  private  practice  are  needed,  and  mandatory 
acceptance  of  Medicare  assignments  would  not  lead  to  the  development  of 
a  viable  practice. 

The  AMA  would  recommend  that  the  buy-out  option  provision  be  altered 
to  authorize  the  Secretary  to  only  negotiate  a  buy-out  option  with  NHSC 
scholarship  recipients.    The  provision  included  in  S.  801  that  would  authorize 
the  Secretary  the  option  unilaterally  to  convert  a  scholarship  into  a  7% 
loan  and  eliminate  the  service  obligation  does  a  disservice  to  the  scholarship 
recipient.    Those  Individuals  in  the  NHSC  pipeline  desiring  to  continue  their 
Corps  scholarship  would  discover  that  their  obligations  could  be  radically 
changed  upon  completion  of  training.    Under  the  proposed  change,  an  individual 
who  truly  desires  to  serve  In  en  underserved  area  as  a  Corps  member  could 
find  him  or  herself  with  an  obligation  to  pay  off  a  substantial  loan 
obligation.    Ideally,  the  Secretary  should  only  have  the  authority  to 
negotiate  Such  a  contract  modification  with  all  NHSC  scholarship  recipients. 

CONCLUSION 

The  American  Medical  Association  would  be  pleased  to  work  with  the 
committee  and  Its  staff  In  the  development  of  health  manpower  legislation. 
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We  «rt  well  aware  of  tht  nted  to  keep  tht  ftderal  budget  within  re^sonebte 
limits,  «nd  tht  necessity  to  btUnct  this  need  with  tht  government's  rolt 
In  health  manpower  program*.    In  recognizing  tht  deslrt  to  pert  tht  federel 
budget,  wc  accept  the  feet  thet  health  manpower  programs  will  not  be 
funded  at  the  same  levels  as  In  pest  years.    Ve  urge  the  committee  to 
review  these  Issues  with  care,  and  to  consider  not  only  the  budgetary 
Impact  of  such  decisions,  but  to  consider  how  those  actions  will  effect 
the  nation's  ability  to  datfver  quality  medical  care  both  now  and  In  the 
future. 
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DATA  COLLECTION  AMENDMENTS 


This  bill  would  Mend  provisions  of  Che  health  manpower  law 
pertaining  to  data  collection  on  health  manpower  by  deleting  authority 
of  the  Secretary  to  collect  "practice  characteristics"  of  practitioners, 
by  deleting  physicians  and  dentists  as  a  special  class  from  whom  data 
are  collected  and  by  prohibiting  KHS  collection  of  Identifiable  information. 
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'     Z  j  '**     '  '  '•    tntroouco*  the  following  bill; 
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1  Information  regarding  health  profusions  partonnal  at  tha  Sacraury 

2  a»y  rto^rro"  and  tnaart  In  Uau  tharaof  tha  following:        .xc.pt  that 

3  no  Information  shall  ba  tranafarrad  ay  tnty  anttty  to  tha  Sacra tary  undar 

%  thla  taction,  collactarf  by  tha  U  itary  undar  thtt  taction,  or  aiintalAcrf 
5         In  any  fa cord  undar  thlt  program  that  would  Identify  any  Individual  haafrh 

•  ♦  >rofattIonal°v  ■   "  V.^         '  "V-  ^",.  *" "  -/ 

t.  •  '  »  .  .      >r  '  *  »•  -J  , 

7  SKTIOA  2.    Section  706(a)  of  tha  Public  Health  Unit*  Act  [%''  :SjA// 

•  hereby  repealed.  " 

•     *    k-  .  r  V,'  .  .    '  7 

5  UCTIOMJ.    Subsections  "(f)"  and  »(a.)*of  thlt  taction  ere*  - 

10     ^redetloneted  at  ♦'(a)"  and  »{f)»  respectively.         -  ''/..ett^A--^-  .i 
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Faaiuary,  1981 


Th*  financial   praOlaM  Of  KM  hMlth  PfoftttlOflt  educational 

Institutions  hava  rucSH  crltlt  proportion*.    Tha  financial  proalants 
or  MM  schooU,  particularly  olnortty  tchoolt,  art  4— ply  root*  and  do 
not  ajhaaar  suscapttala  to  short-tare  solutions. 

This  proposal  rovlaaa  fadara!  Initiation  to  provtda  financial 
support  until  such  tl«a  aa  tha  school's  ftnancaa  ara  ttaala.   Unaar  axlatfnf 
law,  cortafn  haalth  professions  educational  tnatftutfona  hava  baan  receiving 
assistance  under  tha  federal  financial  distress  grant  progreei.   However,  It 
fa  apparent  that  tha  laval  of  funds  avellcele  fro*  thla  progren  fa  not 
sufficient  to  raaolva  aavara  financial  proa  lam 

Thla  draft  all  I  extends  ana*  ravlaaa  tha  currant  financial  distrait 
great  profran,  with  minority  enrollment  aelng  an  faportent  factor  In  awarding 
front*.   Major  chanfoa  fro*  currant  law  found  In  tha  draft  alll  Inctuda 
(I)  annual  authorltatlan  of  $25,000,000  (up  fro*  $5,000,000))  (2)  a  flve- 
yaar  authority  (Instead  of  three)}  (J)  no  raductlona  In  subsequent  yaar 
•rant  eaoonts;  and  (*)  aultl-yeer  grant  authority  with  advance  funding 
(currant  grants  ara  annual  and  oust  ba  raappllad  for  aach  yaar). 
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57th  Congress 
Itt  Session 


IN  I  No. 


IN  THE  (SENATE)  (HOUSE)  Of  THE  UNITED  STATES 


Oet* 


wh~lch  wat  reed  twice  and  referred 
to  the  Com*  1 1 tee 


of  Introduced  the  following  bill; 


A  I  ILL 


fo  eewnd  the  Public  Heelth  Service  Act  to  provide  federal  assistance  to  health 
professions  schools  in  serious  financial  distress. 

B*  it  tmotsd  by  th%  S<snaf  and  th%  Abuse  of  R*pr*»sntativ*s  of  th% 
United  Stat**  of  America  in  CongneM  atvmibl*!, 

Section  I.    Section  7M  of  the  Public  Health  Service  Act  Is  amended  by 

(a)  deleting  the  tenes  "medicine,"  'osteopathy, M  "dentistry,"  and 
"or  public  health"  fro*  Subsections  (b)(1)  and  (b)(3), 

(b)  Inserting  the  tern  "or"  in  Subsections  (b)(1)  and  (b)(3),  as 
amended  above*  between  the  terms  "pharmacy"  and  "podiatry," 


(c)  deleting  the, terms  'medicine,"  'osteopathy, "  "dentistry"  and 


"and  public  heelth"  from  Subsection  (b)(1) (A) (I) , 


(d)  inserting  the  term  "and  in  Subsection  (b) (1 ) (A) (1 ) ,  es 


amended  above,  between  the  terms  "pharmacy"  and  "podiatry,"  and 


(e)  by  adding  a  new  subsection  (9)  as  follows: 


"(g)(1)    The  Secretary  may  make  grants  to  schools  of  medicine* 


osteopathy,  dentistry  or  public  health  which  are  in  serious  financial 


distress  for  the  purposes  of  assisting  In-* 
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"(A)    meting  the  com  of  opt  ration  0f  any  such  school 
of  medicine,  osteopathy,  dentistry  and  public  health, 

"(I)    Mttfof  accreditation  rtqul rodents ,  If  they  have 
a  special  need  to  bo  assisted  in  mcctlny  such  rc»jul regents , 

"(C)    carrying  oui  appropriate  operational,  managerial, 
and  financial  reform  c«t  the  basis  of  Infonaatlon  obtained 
In  e  comprehensive  coat  analysis  study  or  on  the  basis  of 
other  relevant  Infonaatlon, 

M(D)    Meeting  the  costs  of  maintaining  the  quality  of 
their  educetional  program,  or 

"(E)    meting  the  costs  of  strcnQthcntng  their  academic 
resouiees  and  capabilities. 

"(2)    Any  grant  under  this  subsection  my  be  made  upon  such 
term  end  conditions  es  the  Secretery  doturmlnts  to  be  reasonable 
and  necrssacy.  Including  requirements  that  the  school  aorcc-- 
"(A)    to  disclose  any  financial  Infonaatlon  or  data 
deemed  by  the  Secretary  to  be  necessary  to  detarmlne  the 
sources  or  causes  of  thet  school's  financial  distress, 

"(•)    to  conduct  a  comprehensive  cost  analysts  study, 

and 

"(C)    to  carry  e*  t  appropriate  operational,  managerial 
and  financial  reform  as  the  Secretary  may  requlro,  uxccpl 
that  the  Secretary  shall  not  require  chenges  In  the  educational 
component  of  tl*  school's  program. 
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"(3)    A  reclpl*r.;  of  a  grant  undur  this  subsection  «u»l  pro- 
vide assurances  satisfactory  to  the  Secretary  that  the  applicant 
will  expend  In  carrying  out  Its  function  as  a  school  of  medicine, 
osteopathy,  dentistry  or  public  health,  as  il,o  case  may  be,  during 
uacli  fir. oil  ycui  for  which  such  grant  is  awarded  an  amount  of  fund', 
(other  than  funds  for  construction,  as  determined  by  the  Secretary) 
from  non-fockral  sources  which  is  at  least  as  great  as  th«  average 
amount  of  funds  expended  by  surh  applicant  for  such  training  in  the. 
two  ycar<  preceding  the  year  In  which  the  gi.mt  is  awaided. 

"(M    The  Secrrtary  shall  determine  the  amount  of  such  grai-l* 
based  on  criteria  published  In  accordance  with  Section  SSI  of  the 
Administrative  Procedure  Act.    The  Secretary  shall  give  special  con- 
sideration to  applications  for  grants  from  schools  of  %'dlelnc, 
osteopathy,  dentistry  or  public  l»c*illh  iMvinn.  tigniNcmt  enrr«l  In  -il 
of  students  fross  ethnic  or  racial  minorities  or  from  low  incogs 
families. 

"(5)    The  Secretary  may  provide  to  any  school  eligible  foi  a 
grant  under  this  subsection  technical  assistance  to  enable  the.  'chool 
to  conduct  a  comprehensive  cost  aha  lysis  study  of  I  ts  operation,  to 
identify  operational  Inefficiencies,  and  to  develop  or  carry  cut 
appropriate  operational,    managerial  and  financial  reforms. 

"(6)  Notwithstanding  any  other  provision  of  law,  the  Secretary 
may  .word  grants  under  this  subsection  of  such  duration  as  will  best 
meet  the  financial  needs  of  the  school  receiving  siKh  grant.  In 
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order  to  «urd  grants  of  duration  longer  than  one  year,  tl.c  Secretary 
■my  obllqatc  fund*  for  such  grants  for  use  In  a  fiscal  yo.ir  In  ad- 
vance of  the  enactment  of  appropriations  for  that  year,  provided 
that,  If  tho  total  funds  appropriated  for  this  subsection  for  a  par- 
ticular fiscal  year  are  not  sufficient  to  meet  fully  the  amounts 
obligated  for  that  year  by  the  Secretary  under  grants  awarded  under 
this  subsection,  the  amount  to  be  received  by  each  school  for  that 
fiscal  year  shall  be  an  amount  that  bears  tf*  some  ratio  to  the 
amount  previously  obligated  for  that  school  for  that  year  as  the  total 
of  the  amounts  appropriated  for  that  fiscal  year  bears  to  the  total 
amount  that  would  be  required  to  make  awards  to  schools  for  that  fis- 
cal yeer. 

M(7)    There  are  hereby  authorized  to  be  appropriated  for  pur- 
poses of  this  subsection  $25,000,000  for  the  fiscal  year  undlng 
September  30,  1J81  and  for  each  of  the  four  succeeding  fiscal  years." 


291 


Testimony 


Submitted  to  the 


Senate  Committee  on  Labor  and  Human  Resources 


On  behalf  of  the 

Association  of  American  Universities/American 
Council  of  Education/National  Association  of 
State  Universities  and  Land-Grant  Colleges 


April  20,  1981 


297 


292 


Testimony  Submitted  to  the  Senate  Committee  op 
d  i*??L*nd. Hu!"4n  R"0"r«*  on  the  Cumulative  Impact  of 
Reductions  in  Higher  Education  Funding  on  Health  Programs 

This  testimony  is  submitted  in  behalf  of  the  Association 

H;^r?'V,e?/Amer,C4n  CounC"  •»  Educanon /H  t  J  a, 
taiS  rl  !!.?'  St"e  Unfve|'i,t'«*  *nd  land-Grant  Colleges 
i«^,S?7!UtM  onIH?i,th  po''Cy.    The  membership  of  the 
associations  comprising  the  Joint  Health  Policy  Committee 
til  .1S?"tH4c?4j0r,ty  of  tn*"tutions  of  highe/educat  on  in 
It  th    !!d,^4t"/h4t  pr0vfd*  the  raining  of  most  members 
of  the  health  professions,  the  training  of  professionals  who 

nr^HV"'"0!!1  ?nd  4re  the  sit«  f»'  the  co  due    of  he 
preponderance  of  biomedical  research  in  this  country  We 

ounl.H^fJh^K4'  the  S«?'"'ty  of  the  national  budget 

"       i?eh"mp'"  ty  of  major  research  intensive 
nstitutions  might  result  in  a  lack  of  attention  to  the  curau- 
f    "pact  of  budgets  actions  across  a  wide  array  or 
health  and  research  programs.  1 

its  oIrts-XPrLS„S!°I."  "Th?  -h0,e  fs  '""oer  than  the  sum  of 

".  PP    "  e0u4"y  today  to  the  major  research- 
intensive  university  as  well  as  to  the  proposed  budaet 

uhThouVof8  n4nd        There  fs  n0  0?h"r  - 

either  house  of  Congress  that  has  as  much  impact  on  the 
university  as  this  Committee  with  its  Jurisdict  on  over  the 
Department  of  Health  and  Human  Services"  the  Na  ?onal 
S  Ta' ion. '?*  Dep4rt™"t  of  Education"  and  even 
the  National  Endowments  for  the  Arts  and  Humanities  However 
-e  are  compelled  to  point  out  that  other  commit  eel  of  the 
Congress  as  wel     as  Executive  Agencies  also  have  Jur.sd  ct.ons 
which  impinge  significantly  on  our  total  structure"  'SO,Ct,ons 

...    «°V'r         p4St  sever4'  decades  our  institutions  with 
the  financial  assistance  of  the  federal  government  have 
created  great  academic  health  centers.    The  health 
center  has  become  a  driving  force  for  excellence  for  the 
entire  campus.    The  quality  of  education  programs  even  at 

Ssea  c! W/V"  I""  °ften  is  r00ted  fn  the  SOpMstic.ted 
research  and  training  programs  for  the  health  professions 

!n  AV\ \\l  ,  ,"t,  ,f"t'  th4t  P^meates  research  conducted 
in  a  1  disciplines  frequently  is  enhanced  by  the  momentum 
crea  ed  by  the  academic  health  center.     It  Mo  is Tue  ?hat 
he  f.sca    stability  of  our  campuses  is  greatly  arfecied  bl 
Joth  condition  of  the  academic  health  center  h' 

d  5,  "IdS  f°;  the  COnduCt  of  "-esetreh  ana  draining 

programs      '  '       96  fUndfng  t0  C4rry  on  Productive 
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We  beHeve  that  the  federal  government  and  our  own 
education  and  research  community  have  reason  to  be  proud  of 
what  we  have  accomplished  together  in  just  the  past  few 
decades.    The  preeminence  of  this  country  in  biomedical 
research  can  be  measured  in  a  number  of  ways:    Nobel  prues 
awarded  to  American  scientist;  significant  advances  in 
knowledge  in  biomedicine  leading  to  improvement  in  health 
for  all  citizens  of  the  world;  numbers  of  American  citi2ens 
and  visitors  from  foreign  countries  being  trained  for 
careers  in  health  care  in  our  nation's  universities  and 
teaching  hospitals.     In  response  to  a  national  determination 
that  a  shortage  of  physicians  and  other  health  professionals 
existed,  our  campuses  expanded  rapidly.    Now,  national 
concern  has  shifted  to  the  potential  Surplus  of  health 
professions.    Without  exaggeration,  we  are  profoundly 
concerned  for  the  future  condition  of  the  health  education 
and  research  enterprise  that  we  have  built  together. 

We  nave  attached  a  document  to  our  testimony  that  outlines 
the  entire  ranqe  of  proposed  federal  budget  savings  that 
have  an  impact  on  the  fiscal  stability  of  higher  education 
institutions.    If  all  of  these  were  to  be  implemented 
simultaneously,  the  impact  on  our  institutions  would  be 
extraordinary.  Some  of  the  smaller  and  free  standing  medical 
schools  and  other  health  professions  institutions  might  be 
particularly  vulnerable  to  program  reduction.    Among  them 
are  institutions  that  especially  serve  minority  students, 
presenting  special  social  implications.     The  major  institu- 
tions will  not  close  their  doors.     Instead,  they  will  be 
forced  to  trim  back  what  they  do  in  education  and  research 
programs  and  particularly  in  research  training,  foregoing 
excellence  and  becoming  used  to  mediocrity. 

These  multiple  budget  cuts  will  affect  the  fundamental 
structure  of  academic  institutions.     Intentional  and  planned 
academic  proqram  cutbacks  raise  deep  concerns,  but  cutbacks 
not  academic  may  be  eaually  serious  by  damaging  inadvertently 
some  link  in  the  total  academic  structure. 

To  address  the  issue  of  health  manpower:    a  large 
number  of  our  students  come  to  health  professions  programs 
al ready  bear  ing  substantial  debts  incurred  during  their 
underqraduate  education.    Budget  proposals  before  Congress 
may  eliminate  or  at  least  diminish  student  assistance 
proqrams  of  all  kinds.     The  ability  to  pay  for  health 
professions  training  has  suffered  since  institutions  have 
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lost  capitation  programs,  received  less  funding  from  the 
states  because  of  local  economic  exigencies  or  the  reduction 
of  funds  m  other  federal  programs.    Tuitions  will  have  to 
be  raised.    Access  for  health  professions  education  to  all 
economic  classes  of  our  country  will  be  more  difficult.  New 
openings  into  the  National  Health  Service  Corps  will  not 
exist.    Subsidized  student  loans  will  be  greatly  modified; 
our  graduates  will  no  longer  reflect  all  economic  and  social 
strata  but  will  disproportionately  reflect  higher  income 
backgrounds. 

Some  students  will  bet  on  themselves  and  their  futures 
and  incur  extraordinary  high  debts.    Our  worst  "case" 
estimates  indicate  that  young  physicians  just  beginn- 
ing in  practice  may  have  a  cumulative  annual  debt  service 
ranginq  between  SIS ,000  and  $27,000.    These  debts  will 
preclude  some  of  the  finest  talents  in  research  from  entering 
those  career  speci al i t ies .where  rewards  are  lower.    It  w\11 
reduce  the  number  of  interested  and  qualified  health 
professionals  who  *i!1  be  able  to  afford  primary  care  as  a 
speciality.    Academic  medicine,  which,  after  all,  is  the 
basis  for  the  next  generation  of  practioners  and  research 
scholars  will  become  less  attractive.    In  basic  research, 
young  researchers  tend  to  be  most  productive  and  most 
innovative.    These  bright  young  researchers  should  be 
encouraged,  not  lost,  at  their  most  valuable  period. 

It  is  equally  important  to  note  that  the  term  "health 
professionals*  does  not  mean  only  H.0.*s.    Other  health 
professions  education  is  also  lengthy,  costly  and  often  does 
not  provide  the  future  earning  potential  of  physicians  in 
highly  specialized  private  practice.  Nevertheless, 
this  distinction  among  the  health  professions,  and  within 
medicine  itself,  is  not  taken  into  account  in  current  or 
proposed  1  eg i si  at  ion. 

Students  m  the  health  professions  navo  relied 
heavily  on  the  Guaranteed  Student  Loan  Program.     It  is 
inevitable  that  major  changes  vill  take  place  in  that 
program  to  cut  costs  in  the  federal  government.    Some  of  the 
proposed  changes  could  make  those  loans  extremely  expensive. 
Other  changes  at  the  undergraduate  level  involve  a  cut  for 
FY'8l  of  40X  m  the  National  Di-ect  Student  Loan  Program 
soecifically  designed  for  low  income  students,  serious  and 
significant  changes  in  the  8E0G-Pe11  Grant  program  that 
could  revoke  the  chanqes  enacted  in  the  Middle  Income 
Student  Assistance  Act  requiring  middle  income  students  to 
borrow  mere. 
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To  shift  from  health  manpower  to  biomedical  research, 
there  are  two  major  academic  elements  in  biomedical  research:* 
training  of  the  next  generation  of  research  scholars  and 
the  actual  conduct  of  research  by  faculty  and  associates. 
In  our  testimony  to  this  committee  on  April  1st,  we  delineated 
in  some  detail  our  concern  with  the  proposal  for  eliminating 
all  institutional  allowances  and  indirect  cost  for  the 
National  Research  Service  Award  program.     We  reemphasize 
that  those  funds  are  essential  and  are  needed  to  help  pay 
faculty  to  conduct  training,  to  pay  for  supplies  and  essential 
instruments  and  equipment.     If  the  federal  government 
provides  only   itipends  for  students  these  programs  will  be 
radically  altered.     The  universities  will  not  be  able  to 
sustain  training  programs  of  excellence  if  they  are  required 
to  subsidize  all  the  related  costs  of  these  programs.  For 
example,  Johns  Hopkins  University  School  of  Medicine  has 
estimated  the  impact  of  several  Administration  proposals:- 
for  research   training,    a  loss  of  S  7  3 1 ,000   in  institutional 
awards  and  $150,000  in  individual   awards;  for  investigator 
initiated  research  a  loss  of  approximately  5300,000;  for 
health  manpower,  $307,000  in  institutional  assistance  and  a 
significant  loss  of  student  aid  (70X  of  students  take  loans 
which  total  approximately  S2M/year).    At  Washington  University 
School  of  Medicine  and  at  the  University  of  California  San 
Francisco  School  of  Medicine  the  estimated  losses  from 
reductions   in   training  grant   programs   alone  are  S2  million 
annually  for  each  institution.     The  same  numbers  are  presented 
in  virtually  every  one  of  our  university  health  centers. 

As  we  indicated  earlier,  it   is  extremely  important  to 
note  that  some  of  the  more  serious  implications  for  academic 
medicine  lie  in  programs  outside  of  the  jurisdiction  of  this 
committee.     The  programs  of  our  teaching  hospitals  are  an 
integral  part  of  our  academic  enterprise.     Among  th°  325  non- 
federal members  of  the  Council  of  Teaching  Hospitals,  65 
hospitals  (20X)  nave  over  25  percent  Medicaid  admission. 
Therefore,  proposed  cuts  m  both  Medicaid  and  Medicare 
programs  are  likely  to  have  a  disproportionately  deleterious 
efect   on  those  very   institutions    that   are   training  tomorrow's 
physicians  and  researchers.     Let  me  give  you  some  examples. 
In  the  State  of  Missouri  about  a  dozen  hospitals  care  for 
90%  of  the  State's  Medicaid  patients.    At  the  University  of 
Illinois  60X  of  patients  treated  at  the  university  hospital 
are  from  families  with  an  income  of  $7,500  or  less.  These 
institutions  would  receive  substantially  less  funds  in 
reimbursements  under  Medicaid  because  of  the  proposed 
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CAP.       We  are  told  by  our  colleagues  at  Stanford  University 
that  the  cumulative  impact  of  Budget  Committee  proposals  for 
cuts  in  the  Finance  Committee  {Medicare  and  Medicaid  programs) 
would  result    in  a  loss  of  S10.7  million  for  that  university's 
hospital   in  FY'82.  J 

Oifferent  institutions  naturally  are  affected  in  different 
ways.     Eliminations  of  the  NlOSH  program  would  have  dire 
consequences  for  public  health  schools.     Other  programs  are 
limited  to  few  instituions.    At  the  Health  Services  Adminis- 
tration  two  relatively  small   research  and  training  programs 
in  maternal   and  preventive  health  care  research  are  marked 
for  elimination.     The  University  of  Alabama  <,t  Birmingham 
which  in  the  past  two  decades  has  grown  into  one  of  the  ' 
preeminent  medical  centers   in  its  region  stands  to  lose 
approximately  S2  1/2  million  for  research   training  funds 
because  of  those  cuts.    Other  institutions  are  affected  by 
other  cuts,  but  every  institution  iS  feeling  the  cumulative 
rate  of  the  new  federal  budgetary  disciplines. 

A  few  years  ago  *e  were  reading  about  surpluses  in 
many  state  budgets.     We  now  find  that,  with  a  few  exceptions 
Of    stages  with   large  petroleum  industries,  most  states  are 
Struggling  to   balance  their  own  budgets   and  may  feel  constrained 
to   do  so   by  restricting  support   for   inner  city  programs 
The  hard  times  now  effecting  the  automobile  industry  are 
well  known.     The  University  of  Michigan  has   1 ayed  off 
hundreds  of  employees.    Michigan  State  University  has  gone 
furthe.    and  may  be  forced   to  cut   tenured   faculty  and  reduce 
programs  to  me-t  the  fiscal   savings  demanded  by  the  state 
qovernment.     The  problems    in   the   auto   industry  are  not 
restricted  to  Michigan.     St.  Louis  is  one  of  the  major 
centers  for  assembling  automobiles  and  the  state  of  Missouri 
is   experiencing   its  own  financial   pressures.     While  the 
states  may  be  considered  an  appropriate  source  of  Support 
it  grows    increasingly  unlikely  *hat   they  will   have  the 
option  of  being  of   immediate  assistance. 

The   Potential   cumulative   impact   for  our  institutions 
ts  very  significant.     Recently,  we  heard  Senator  Schmidt 
discuss  the  choices  made  b>  the  nation  in  early  I960's.  He 
said,  and  we  paraphrase,  that  had  the  United  States  chosen 
not   to  embark  on  its   space  program,    it  would  have  been 
equivalent  to   a  decision  by  the  English  Government  not  to 
become  a  great  naval  power   m  the  17th  Century.    While  we 
take  pride  »n   serving  humanity  for  our  biomedical  research 
programs,  we  also  recognize   in  this  troubled  world  that 
there  are  Other  significant   reasons  why  this  nation  must 
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remain  number  one  1n  certain  areas.     As  national  policy 
we  must  continue  to  defend  biomedical  programs  adequately 
enough  to  permit  this  nation  to  retain  preeraiment  position 
among  the  nations. 

As  you  prepare  authorizing   legislation,  may  we  draw 
to  the  Committee's  attention  a  statutory  inconsistency 
between  Title  IX  of  the  Education  Amendments  of  1972  and  the 
Public  Health  Service  Act's  sex  discrimination  provisions 
(Sections  799a  and  845)  which  prevent  students  attending 
women's  colleges  from  receiving  both  program  and  student 
assistance  funds  under  the  Public  Health  Service  Act.  At 
least  30  women's  colleges  are  disadvantaged  by  this  conflict. 

Congress  exempted  the  admissions  practices  of  independent 
undergraduate  institutions  from  coverage  of  Title  IX  of  the 
education  Amendments  of  1972   in  order  to  ensure  continued 
educational  diversity  in   independent  higher  education.  The 

1971  Amendments  to  the  Public  Health  Service  Act  prohibit 
discrimination  on  the  basis  of  sex  in  health  training 
programs   and  contain  no  similar  independent  college  exemption. 
In  order  to  come   into  compliance  with  the  PHSA  as  it  now 
stands,  a  women's  college  will  either  have  to  give  up  its 
educational  mission  and  admit  men  generally  or  establish  its 
nursing  or  other  health  affected  programs  as  separate 
schools  with  a  separate  co-ed  admissions  policy,  thus 
removing  these  programs  from  the  educational  benefits 
attendant   to  full   integration  with  the  total  undergraduate 
Program  offered  by  the  college,  o*  forego  the  receipt  of 
federal  financial  assistance. 

The  current  result  does  not  appear  to  have  been  intended. 
The  Public  Health  Service  Act  was  amended   in  1971  during 
floor  debate  on  the  1971  Nurse  Training   and  Health  Manpower 
Acts   primarily  because   there  was  no  existing  provision  of 
federal  law  that  prohibited  discrimination  ag a i n s t  women  in 
medical  training  programs.     Title  IX  was  s  igned  Tnto  law  m 

1972  and  is  a  later,  more  comprehensive  statement  of  Congressional 
intent  on  discrimination  m  education  programs.     We  respect- 
fully urge  the  Committee  to  amend  the  Public  Health  Service 

Act    so  as   to  bring   it    into  conformity  with  Title  IX. 

One  final  observation.    As  programs  are  ex  am  in ed  with 
an  eye  toward  cutting,  we  are  told  that  the  Chairman  of  this 
committee  looks  upon  a  program  in  terms  of  three  standards: 
wh ether  it  is  cost  effective,  whether  it  is  an  appropriate 
federal  function  and  whether  it  has  high  enough  priority. 
With  regard  to  cost  effectiveness  -  we  can  nn1y  ask  the 
question  that  has  been  asked  before.    How  much  has  the 
nation  saved  in  the  past  two  decades  because  of  the  development 
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of  a  vaccine  against  poliomyelitis?    The  same  question 
can  be  applied  to  the  current  availability  of  drugs  and 
vaccines   to  keep  our  people  active  and  contributing  their 
efforts  as  well  as  their  taxes  rather  than  looking  to  the 
government  to  keep  from  dire  poverty.     Our  national  expen- 
diture for  health  services  is  approximately  $240  billion 
dollars.     The  total  devoted  to  health  research  is  only  3% 
of  that. 

Since  health  research  fundings  often  lead  to  prevt.it  ive 
care  that  would  obviate  the  need  for  experience  treatment, 
we  believe  that  from  the  point  of  view  of  investment  alone 
our  nation  must  continue  to  provide  adequate  support  for 
biomedical  research. 

With  regard  to  the  federal  role:<    we  believe  that 
health  is  akin  to  national  defense  and  agriculture.  States 
may  fund  a  national  guard  unit  and  support  research  and 
demonstration  program  effecting  the  food  supply,  but  ultimately 
a  coordinated  effort  has  to  be  conducted  at  the  national 
level.    Nothing  done  in  one  state  is  kept  within  the  boundaries 
of  that  state.     Medical  research  conducted  at  any  medical 
center  is  conducted  in  behalf  of  the  entire  nation  and  every 
citizen  is  a  potential  beneficiary  of  that,     tike  our  national 
defense,  our  health  education  training  and  research  programs 
depend  on  the  federal  governments. 

As  for  priority,  we  do  not  presume  to  establish  priorities 
for  this  committee  or  for  the  Congress,  but  we  do  not 
beHeve  that  the  health  of  the  nation  has  become  a  lesser 
priority  to  the  citizens  of  this  country  or  the  world.  We 
urge  this  committee  and  your  colleagues  in  the  Senate  to 
evaluate  the  implication  of  proposals  before  you  today  to 
insure  that  both  in  the  short  and  long  term  we  do  not,  in 
the  interest  of  an  immediate  and  gravely  significant 
objective  of  budgetary  control,  cut  down  what  we  will  be 
compelled  to  build  again  at  greater  cost  and  with  less 
effectiveness  as  we  will  have  lost  a  generation  of  students, 
faculty  and  research  scholars. 
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of  Sum  i>.v**t*« 
mdun^vt  CoJwom 


April  17,  1981 


An  Out  lint  of  Major  Recommendations  for  the  FY'81 
and  FY'82j  Federal  Budiets  by  ths  R<n«n  Administration 
ghat  Affect  Institutions  of  Hlthtr  Education 


Listed  belov  art  thoaa  recommendations,  generelly  for  cuts,  In  tone 
cu"   supplemental  or  incrsssss,  propotad  by  tha  Res  gen  Adainistrstion  to 
the  Congress  on  March  10,  1981.    items  llstsd  vara  chotan  becauta  of  their 
impact  on  research  intensive  institutions. 


I.      NATIONAL  SCIENCE  FOUNDATION  (NSF) 

*  Ellalnstss  Carter  proposals  for  sclsntific  instruaentstion  ($75  million) 
end  snginsering  instruaentstion  ($25  million). 

*  Ellalnstvs  funding  for  science  tducetlon  directorete  ($111  million). 

*  Cuts  funding  for  soclsl  science  reseerch  by  eppro-lmately  helf  ($44  million). 

*  Reeclnds  $X5  million  for  FY '81  for  toe.  science;  $20  million  5or  Sci.  Tech 
end  Intsrnatlonel;  $82  million  totel. 

II.      HEALTH  AND  HUMAN  SERVICES  (HHS) 

A.  Xetloiul  instltutee  of  Heelth  (SIH) 

*  Reecinds  $126  million  for  FY'81.  including  $62  million  in  training  funds 
for  institutions,  $21  million  for  resssrch  projscts. 

*  Cuts  Certsr  *82  requests  by  $86  million,  lees  $59  million  in  trsining, 
$31  million  in  resssrch  projscts. 

*  Nstionel  Hsslth  Servics  Corps— Trans fsrrsd  to  Human  Servicss  Admin.  (HSA)  - 
no  nev  scholershlps  requestsd  for  FY'82. 

B.  ADAMHA 

*  Transfsrt  service  programs  of  ths  thrss  institutss  to  block  grsnts  to 
ststss  for  edainle tret ion.    Universitiee  nov  opereting  programs  and 
inetitutss  on  slcholism,  stc.    Will  heve  to  compete  with  ell  other 
ststaaents  for  funds  -  toteling  251  less  than  current  funding. 

*  "Social  rssesrch"  cut  in  ell  three  inetitutee,  but  "rsgulsr  reseerch" 
sustslnsd.     ($283  million  for  sll  rssssrch  end  trelning.) 

*  Treining  funds  -  indirsct  costs  and  spsclsl    sllowencss  for  institutions 
elialneted  (as  in  NIH) .    ($15  million  in  '82) 
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C    Haalth  Immoutcm*  A^iaiitratlon  (HRA) 

*  Rescissions  of  $210  million  for  FT81,  $120  rillloo  funding  for  FY'82. 
($72  million  In  capitations  PV81  rescinded  ••  In  Carter  proposal.) 

D.  Health  Services  Admlnlstrstlon  (HSA) 

*  Ma carnal  *  Child  Haalth  raaaarch  and  pravantlon  haalth  research  program  (cut 
$A  million)  eliminated— and  training  reduced. 

E.  Block  Grants 

*  Seversl  dosen  categorical  programs  In  PHS ,  HRA  4  HSA  art  plsced  In  four 
different  block  grants.    Thalr  cumulative  sppropristlons  art  cut  25X  and 
administration  is  turned  over  to  state  governments. 

P.  HCTA 

*  Cap  placed  on  federal  contribution  to  Medicsid,  mors  than  one  billion  dollars 
saved  In  FT* 82. 

*  Hedlcsre  reductions. 
C.    Soclsl  Sscurlty 

*  Student  benefits  phaaad  out  ovsr  four  yesrs— no  nav  participants  starting 
In  *82.    Savings  0f  $1  billion  In  '82. 

H.    Othsr  PHS 

*  Eight  Public  Hsalth  Ssrvlcs  Hospltsla  clossd. 
DEPARTMENT  Of  EDUCATION 

A.    Studtnt  financial  aaslstancs 
1.     BECC/Pell  Crants 

*  $661  supplement  for  '81  -  $636  cut  frosi  current  lsv  for  '81— $888  In  '82. 

*  family  contribution  lncressed — taxstlon  rste  rslsed  from  U-20X  of  discre- 
tionary income. 

*  Pell  grant  svsrde  assume  $750  "self~hslp." 

*  Artificial  limits  Imposed  on  off-campus  living  costs. 

*  Inflation  not  conaldersd  in  dstermining  family  contribution. 

*  Stat*  sad  locsl  taxes  offset  elininsted  in  family  contribution. 

*  Institutionel  sdmlnietrstive  cost  allowance  eliminsted. 
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2.  SMC 

*  Uvml  fundlnt  of  $370  million  r««u«at«d. 

3.  Collw  Work-Study 

*  Uv»l  funding  of  5550  ■illion. 

4.  HDSL 

*  £:iro"  ,'2«  Sni«.t0  n'"  lwtX  (but  not  t0  rf'81)'  b"k  <°  ™ 

5.  Cturgntogd  Studgnt  Loan 

*  Loan  amount!  raatrictad  to  "ramaininf.  naad." 

*  Fadaral  ln-acbool  lntaraat  aubaidy  aliminatad. 

*  Nav  parantal  loan  program  intar.at  rat*  raiaad  from  SX  to  wrkat  rat*. 

*  Inatitutional  adminiatrativ*  coat  allovmnc*  aliminatad. 

*  Raduca*  funding  by  $103  million  in  FT81,  $724  in  FY'82. 

6.  Stud*nt  Loan  Marketing  Aaaoclatlon  (SLMA) 

*  Acc*a*  to  r*d*ral  Financial  Sank  (FFB)  *xtand*d  to  Octobar  '82. 

Caftorlcal  Program* 

*  tSJt  ;"i:rv;:rn«.*srprl'tlco  for  181  for  ™' 

*  Cuta  FY' 82    fundint  for  many  c.t.torical  program. . 
D.    Elammntary  and  Sacondary  Education 

*  Total  cut.  for  protrama-approximataly  36X~I«p.ct  Aid  cut  .Imo.t  In  hrnlf- 
CHn  SS^—  Cf0nH"?11<Utad  tat°  tW  blOCk  to  «*  locml  ,£.L«t. 

ution."JdD?    Sin  InClUd" ,nU-rOU*  Pr08ra"  .ducation 
T^IH*  r   I         f™?1?8  cuIrtntly  at  *bout  Dillon  (..«.,  T..ch.r  Corp., 

Ta*.har  Cantara,  training  of  teachara  in  ap.cial  aducation.  .tc). 

l'    iTmIe!*1111  °th*r  Bg*nCl"'  "*oc1*1  cut  by  .pproximat.ly  15-20X 

IV.    DEPARTMENT  OF  EMEJCT  (DOE) 

^  ^ir'to^6'^/?  th*  !S*nCy  "  '  Wh0l*«  |tn"41  ■clanc«  «*»  "..arch  Protram. 
appaar  to  ba  fundad  at  cloaa  to  tha  Cartar  bud fat  lavala. 
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V.     DEPARTMENT  OF  COIfgRCE  (NOAA) 

*  Sn-Crnt  program  funding  eliminated  In  FT '  82  except  for  some  phase-out 
dollars.    University  Center  Program  in  EDA  wiped-out. 

VI.    DEPARTMENT  OF  INTERIOR 

*  Water  resources  research  ($7  million  for  univ€r»iti€»)  and  fish  and  wildlife 
research  program*  ($4.5  million)  eliminated  for  *82.    Alto,  university  mineral 
research  program  cut  in  institutes  and  fellowships. 


*  Rescision  cuts  $48  million  in  FY*81,  $218  million  cut  from  Carter  figures 
for  FY'82  Space  Science  programs. 

VIII.     NATIONAL  ENDOWMENTS  FOR  THE  ARTS  AND  HUMANITIES 

*  Both  Endowments  have  their  program  appropriation  levels  for  FY*82  cut  by  50X. 
IX.     CORPORATION  FOR  PUBLIC  BROADCASTING 

*  $33  million  cut  below  *8l  level— approximately  20X.    No  funding  elsewhere 
in  the  government  for  equipment. 


*  Development  assistance  program  cut  by  $686  million. 
XI.     DEPARTMENT  OF  DEFENSE  (POD) 

*  Official  documents  not  available  for  research  programs.    DARPA  program  to 
get  8X  real  Increase  over  *81. 

XII.     VETERANS'  ADMINISTRATION  (VA) 

*  Cuts  in  Medical  Research  (as  v*ll  as  Medical  Care).    Lose  of  308  research 
investigators  in  * 82. 


(Numerous  other  "ricochets": 

Cuts  in  NIOSH  reduce  funds  for  public  health  schools,  Increases  in  postal 
rates  affect  higher  ed.  institutions  in  several  classes  of  mail,  etc.) 


VII. 


NASA 
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For  additional  information  please  call: 
JERRY  ROSCHWALB 
(202)  293-7120 


FOR  DAILY  UPDATE  REPORTS ,  CALL  THE  "NASULCC  HOTLINE" 
(202)  293-4293 
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Mr.  chairman  and  members  of  the  Committee,  the  American 
Association  of  Nurse  Anesthetists  is  pleased  to  have  the  oppor- 
tunity to  present  this  statement  on  S.  799/  the  Health  Profes- 
sions Educational  Assistance  and  Nurse  Training  Amendments  of 
1981.     In  particular,  we  are  vitally  interested  in  Title  II, 
containing  amendments  to  and  authorizations  for  various  sections 
of  the  existing  Nurse  Training  Act,  a  portion  of  the  overall 
Public  Health  Service  Act. 

AANA  is  a  professional  organisation  whose  membership  is 
comprised  of  Certified  Registered  Nurse  Anesthetists  (CRN As) . 
There  are  presently  about  15,000  active  practicing  CRN As  in  the 
United  States.     Each  one  of  these  individuals  holds  unique 
qualifications  which  allow  him  or  her  to  administer  anesthesia. 
CRNAs  must  hold  a  current  license  as  a  registered  professional 
nurse,  must  have  graduated  from  an  accredited  program  of  nurse 
anesthesia,  must  have  passed  a  rigid  qualifying  examination, 
and  must  be  involved  in  a  program  of  continuing  education  in 
anesthesia . 

A.     NURSE  ANESTHETIST  TRAINEES  HIPS 

We  are  interested  in  legislation  to  extend  the  authority 
for  the  nurse  anesthetist  traineeship  grants  program  (Section  831) 
initially  authorized  by  the  Nurse  Training  Amendments  of  1979. 
That  program  was  authorized  for  FY  1980  only  at  a  level  of  $2 
million,  but  did  not  receive  a  supplemental  appropriation  that 
year.     We  favor  maintaining  a  separate  authorization  for  this 
program  and  would  therefore  urge  the  Committee  to  fund  the  pro- 
gram for  fiscal  1982  and  not  approve  Section  207  of  S.  799  which 
would  repeal  outright  this  traineeships  provision. 
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Yhe  Education  Program  and  Training  of  a  Nurse  Anesthetist 
The  CRNA  is  a  much  needed  element  within  the  health  care 
system.    A  description  of  the  type  of  intensive  education  program 
which  the  CRNA  must  complete  brings  into  sharper  focus  the  reasons 
for  having  an  adequately  funded  program  for  the  training  of  nurse 
anesthetists.    Building  on  the  professional  nursing  base,  the  stu- 
dent nurse  anesthetist  must  complete  a  program  which  includes 
orientation  to  anesthesia  practice;  chemistry  and  physics  of 
anesthesia;  advanced  anatomy;  physiology  and  pathophysiology; 
principles  of  anesthetic  management;  pharmacology  of  anesthetic, 
adjunctive,  and  ancillary  drugs;  and  clinical  correlative  confer- 
ences.   The  number  of  "contact  hours"  for  each  part  of  this  curri- 
culum ranges  from  35  to  120. 

Also  included  in  the  clinical  program  is  a  requirement  of 
a  minimum  of  600  hours  of  actual  anesthesia  time  in  which  clinical 
instruction  is  provided  in  situations  where  students  actually 
administer  the  anesthesia,     other  requirements  include  a  minimum 
of  450  cases  of  anesthesia  actually  administered,  with  these 
cases  distributed  according  to  types  of  techniques  required  and 
variety  of  drugs  used,     with  this  type  of  background,  there 
should  be  no  doubt  as  to  the  ability  of  the  CRNA  to  provide 
the  patient  with  quality  anesthesia  care. 

Training  programs  are  graduate-level  programs  for  regis- 
tered nurses.     Training  involves  24  consecutive  months  of  course 
work  and  clinical  instruction.     A  certificate  of  graduation  is 
received  when  the  program  is  successfully  completed.  All 
training  programs  are  accredited  by  an  accreditation  body  ap- 
proved by  the  Department  of  Education. 
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2.  The  Dimensions  of  Nurse  Anesthetist  Practice 

As  previously  stated,  the  CRNA  is  a  vital  element  within 
the  health  care  system  in  the  United  States.    Nationwide,  nurse 
anesthetists  are  providing  safe,  reliable  and  economical  anesthesia 
treatment  to  approximately  one-half  of  all  patients  undergoing  anes- 
thesia.   Included  in  this  statistic  is  the  fact  that  in  rural  areas 
nurse  anesthetists  account  for  approximately  two- thirds  of  all 
anesthesia  treatment  rendered.    Throughout  many  areas  in  the 
country,  nurse  anesthetists  are  the  only  providers  of  anesthesia 
traatment.     For  example,  in  a  1971  survey  of  hospitals,  forty 
percent  of  all  of  the  hospitals  surveyed  had  only  nurse  anes- 
thetists on  the  staff .      According  to  figures  published  in 
the  February,  1978  issue  of  Anesthesiology,  the  national  mean 
population  ratio  for  active  practicing  nurse  anesthetists  is 
7.20  per  100,000.    This  figure  compares  vitb  a  distribution  of 
4.64  anesthesiologists  per  100,000.    A  breakdown  of  these  figures 
on  a  regional  basis  shows  that  the  areas  with  the  thinnest  dis- 
tribution of  anesthesiologists  have  the  highest  distribution 
patterns  for  nurs*  anesthetists. 

3.  Supply  and  Need  for  Nurse  Anesthetists 

Not  only  are  CRNA 3  a  vital  segment  of  the  health  care  sys- 
tem within  the  United  States,  but  there  is  also  a  definite  pro- 
jected need  for  more  nurse  anesthetists  now  and  in  the  future. 
According  to  a  1976  study  by  the  H.E.W.  Bureau  of  Health 
Manpower  on  "Supply,  Need  and  Distribution  of  Anesthesiologists 
and  Nurse  Anesthetists  in  the  United  States,  1972  and  1980" 
(Hra:   77-31),  there  was  a  projected  need  of  from  22,000  to  25,000 
nurse  anesthetists  for  1980.    Obviously,  there  is  currently  a 
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serious  shortage  in  this  field  in  the  United  States  of  from  7,000 
to  10,000  active,  practicing  nurse  anesthetists,    inclusion  of 
the  traineeships  for  students  in  schools  of  nurse  anesthesia 
in  the  Nurse  Training  Amendments  of  1979  was  the  important  first 
step  on  the  part  of  the  federal  Government  to  rectify  this  short- 
age.   The  next  step  can  be  taken  by  authorising  funds  for  the 
next  fiscal  year. 

The  fact  that  nurse  anesthetists  are  a  significant  group 
in  delivery  of  anas. the sia  services  was  pointed  out  graphically 
by  Dr.  Feldstein  of  the  University  of  Michigan  in  a  study  of 
the  16,500,000  surgical  procedures  performed  in  1974.    The  larges 
percentage  of  anesthetics  administered,  48.5%,  was  rendered 
by  CRNAs;  38.3%  was  rendered  by  anesthesiologists,  including 
both  those  board-certified  and  non-board-certified;  9.7%  by  phy- 
sicians of-..«r  than  anesthesiologists;  and  3.5%  by  registered 
nurses  other  than  CRNAs.    A  further  breakdown  of  those  procedures 
indicates  that  certified,  registered  anesthetists  administered 
approximately  two-thirds  of  all  the  anesthesia  procedures  in 
hospitals  smaller  than  100  beds.    Anesthesiologists  tend  to 
congregate  in  larger  hospitals,  over  200  beds,  where  they 
administered  47.5%  of  all  anesthesia  compared  to  42.5%  for 
Certified  Registered  Nurse  Anesthetists. 

*•    Economics  of  Nurse  Anesthetist  Services 
The  majority  of  nurse  anesthetists  are  salaried  hospital 
staff,  whose  services  are  billed  by  the  hospital  as  part  of 
hospital  operating  room  costs.    According  to  the  U.S.  Department 
of  Labor,  Bureau  of  Labor  Statistics,  "Industry  Wage  Survey  of 
Hospitals,  August,  1975  -  January,  1976",  the  average  hourly 
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wag*  for  nurse  anesthetists  working  in  21  major  metropolitan 
areas  was  $1.02.    Based  on  a  40-hour  work  week,  tha  average  annual 
earnings  for  a  nurse  anaathatist  would  have  b«en  $16,681.60* 
This  figure  compares  with  full-time  equivalency  earnings  of 
hospital-based  anesthesiologista  of  $80,000  as  determined  by  a 
Health  Care  Financing  Administration  "Study  of  the  Reimbursement 
and  Practice  Arrangements  of  Provider-Based  Physicians,  December, 
1977"  (Contract  No*  600-76-1155).    An  analysis  of  these  two  sal- 
ary figures  indicates  that  where  nurse  anesthetists  are  providing 
anesthesia  services,  the  cost  to  the  patient  should  be  substan- 
tially lower  than  where  anesthesiclgists  are  providing  the 
services*    Even  where  a  team  approach  is  used,  the  fact  that 
some  of  the  time  utilized  is  of  CRNAs  rather  than  anesthesio- 
logists would  indicate  efficiency  and  cost  savings. 
5  •    Heed  for  Federal  Training  Support 

Nurse  anesthetists  are  clearly  a  shortage  field  in  health 
care*    Possibly  twice  as  many  nurse  anesthetists  are  needed  for 
the  1980s  at  are  practicing  now,  according  to  the  KBW  study 
cited  above. 

One  of  the  largest  obstacles  to  obtaining  an  adequate 
supply  of  nurse  anesthetists  is  the  lack  of  financial  support 
for  trainees*    Training  programs  are  generally  for  two  years  — 
a  substantial  graduate  program*    The  total  of  tuition  and  all 
costs  is  about  $10,000  for  hospital-based  programs  and  about 
$15,000  for  most  college  and  university-affiliated  programs 
per  year*    Tuition  costs  range  considerably  with  some  at 
$2,000  to  $2,500  and  others  only  nominal  with  the  hospital 
assuming  all  costs*    Ropsitals  also  offer  stipends  but  the 
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average  is  about  $3/000.    with  hospitals  attempting  to  limit 
costs  and  inflation  unchecked,  hospitals  are  able  to  devote  less 
to  these  programs  than  in  prior  years,     m  fact,  the  number  of 
hospitals  offering  stipends  has  decreased  substantially  in 
recent  years  due  to  higher  costs  of  operation.    Few  offer  them 
now.     In  addition,  many  hospitals  have  dropped  their  programs 
entirely.    The  number  has  decreased  from  225  to  145  in  recent 
years.     Students  are  generally  unable  to  hold  summer  or  part- 
time  jobs  because  the  nurse  anesthesia  programs  run  for  24 
consecutive  months.     In  addition,  rotating  clinical  schedules 
prevent  part-time  work  in  the  evenings  and  on  weekends.  The 
financial  problems  mentioned  above  deter  students  from  enter- 
ing this  field.  Loans  are  difficult  to  obtain  and  entry  level 
salaries  are  in  the  $15,000  range  with  average  salaries  after 
5  years  at  $20,000.     Such  salary  levels  are  not  conducive  to 
borrowing,  particularly  if  an  individual  has  a  family  to  support. 

Traineeship  support  authorized  at  $3  million,  for  example, 
would  provide  grants  of  about  $2,000  to  each  of  the  1500  trainees 
presently  enrolled  in  training  courses. 

To  the  institution,  the  major  financial  burden  is  in 
making  stipends  available  to  students,     with  living  costs  what 
they  are  and  with  no  time  for  part-time  work,  stipends  are 
critical.     Institutions  put  up  $3,000  on  the  average  toward 
these  living  and  educational  costs  of  at  least  $10,000.  Limited 
resources  prevent  institutions  from  offering  more  aid  or  from 
offering  aid  to  more  students.     Federal  support  to  the  institu- 
tions for  traineeships  will  allow  a  greater  number  of  students 
to  enter  programs  since  some  programs  are  prevented  from  expend- 
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ing  due  to  the  lack  of  stipend  money.     It  will  also  help  relieve 
the  burden  on  low  income  students  to  permit  their  entry  into  the 
program.     In  addition,  with  a  Federal  share  of  some  of  the 
trainee»hip  costs,  institutions  will  be  able  to  devote  some  of 
their  future  funding  to  program  expansion  in  other  vital  areas. 

It  should  be  noted  that  the  number  of  nurse  anesthetists 
training  programs  has  decreased  in  recent  years  by  about  80. 
These  are  the  smaller  programs.     Federal  support  may  prevent 
such  harmful  attrition,  and  at  the  same  time  stimulate  the 
development  of  new  programs. 

Mr.  Chairman,  AANA  is  hopeful  that  this  Committee  and  the 
Congress  will  adopt  a  nurse  anesthetist  traineeships  authoriza- 
tion for  the  next  fiscal  year.     This  vital  program  will  greatly 
enhance  the  quality  of  medical  care  for  all  Americans  in  the  years 
and  decades  to  come. 
B.     ADVANCED  NURSE  TRAIKING 

We  support  continued  funding  for  advanced  nurse  training 
programs.    This  is  institutional  support  and  is  used  to  plan, 
develop,  operate,  expand,  or  maintain  programs  for  the  advanced 
training  of  professional  nurses.     Under  Section  203  of  S.  799, 
public  and  non-profit  private  institutions  who  train  professional 
nurses  "to  serve  in  various  fields  of  advanced  clinical  practice" 
would  be  eligible  for  this  assistance.     This  would  include  hos- 
pitals and  coileges  which  train  licensed,  registered  nurses  to 
be  nurse  anesthetists.     Institutional  aid  can  be  put  to  good  use 
by  hospitals  and  colleges  to  develop  new  programs  or  bolster 
existing  programs  for  ..the  training  of  nurse  anesthetists.  We 
are  presently  experiencing  a  severe  shortage  of  training  programs 
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—  down  from  225  to  145,  a  drop  of  80  programs,  in  recent  years. 
Institutional  support  can  help  reverse  this  disadvantageous  trend. 
C.         NURSE  ANESTHETIST  TRAINEE  LOANS 

AANA  also  supports  the  specific  inclusion  of  nurse  anesthe- 
tist trainees  in  the  nursing  student  loan  program  under  Sections 
835-840  of  the  Public  Health  Service  Act.     By  making  nurse 
anesthetist  trainees  eligible  for  the  same  loan  program  as 
nursing  students,  we  can  further  help  to  insure  an  adequate  supply 
of  qualified  CRNAs  for  all  the  reasons  discussed  above  with 
respect  to  traineeships . 

For  the  consideration  of  the  Committee,  we  offer  draft 
statutory  language.     Section  8  35(b)  should  be  redesignated  Section 
835(c)  with  the  following  inserted  as  Section  835(b):  "The 
Secretary  is  authorized  to  enter  into  an  agreement  for  the 
establishment  and  operation  of  a  student  trainee  loan  fund  in 
accordance  with  this  subpart  with  any  public  or  private  non- 
profit program  meeting  such  requirements  as  the  Secretary  by 
regulation  shall  prescribe  and  accredited  by  an  entity  or  enti- 
ties designated  by  the  Secretary  of  Education  for  the  training 
of  licensed,  rcgi3terod  nurses  to  be  nurse  anesthetists". 
Technical  and  conforming  amendments  elsewhere  in  Sections  835- 
840  might  roughly  include  adding  "or  trainee (s) "  after 
"studentfs^ "  wherever  it  appears,  and  by  appropriately  adding 
"or  training  institution (s) "  after  "school(s)";  "certificate 
of  graduation  from  a  course  of  training  to  be  a  nurse  anesthe- 
tist" after  degree-diploma-graduate  degree  in  nursing; 
"program (s)     for  the  training  of  nurse  anesthetists"  after 
"school(s)  of  nursing";  and  "nurse  anesthetist"  after  "nurse". 
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Mr.  Chairman,  we  would  be  happy  to  work  further  with  you  and 
your  Conmittee  in  drafting  appropriate  statutory  asvendments. 

AANA  firmly  believes  that  financially  deserving  nurse 
anesthetist  trainees  should  be  eligible  to  receive  long-term, 
low  interest  loans  to  help  finance  their  courses  of  study. 

Thank  you. 
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STATEMENT 
OF 

Tht  Coalition  for  AUitd  Httlth  Proftttiont  Education 

ON 

1981  LEGISLATION  TO  AMEND  AND  EXTEND 
CURRENT  HEALTH-MANPOWER  TRAINING  AUTHORITIES  CONTAINED  IN 
TITLE  VII  OF  THE  PUBLIC  HEALTH  SERVICE  ACT  (AS  AMENDED) 


Prttanttd  to 
Tht  Coramitttt  on  Ubor  and  Human  Resources 
of  tht 
Unittd  Stttts  Stnttt 
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The  Allied  Health  Community 


Hr.  Chairman,  cht  Allitd  Health  professions  art  hattro- 
gentous  la  cht  txtrtmt,  differing  in  cht  competencies  they 
rtqulrt,  thtir  rtsptctivt  requisite  tductCiontl  preparation, 
cht  scientific  foundations  for  chtir  knovladgt  basts,  and  cht 
clinical  and  tducacional  roltt  which  chty  play  in  cht  nation's 
htalch-cart  dtlivtry  system. 

Rtquirtd  comptctncits  vary  from  cht  ptrformanct  of  rela- 
tively routint  casks  co  cht  hightsc  lavtls  of  tducaCion  and 
strvice-dt livery  adminiscracion  and  cht  gtntracion  of  ntv 
knovltdgt  chrough  rtstarch.    Similarly  broad  is  cht  rangt  of 
educational  prtparacion  cht  Allitd  Htalch  proftssions  rtquirt  — 
from  limictd  posc-stcondary  training  Zj  postdoctoral  study. 
Tht  timt  rtquirtd  for  «uch  prtparation  rangts  from  stvtral 
months  to  mora  than  a  ftv  ytars.    Tht  scitntific  foundations 
of  Allitd  Htalth  proftssion  axptrtist  rangt  from  stvtral 
months  to  mora  than  a  faw  ytars.    Tht  scitntific  foundations 
of  Allitd  Htalth  proftssion  expertise  rangt  from  tht  biological 
tnd  chtmical  scitncts  (e.g..  clinical  laboratory  professionals) , 
to  tht  social  scitncts  (e.g.,  social  vorktrs  and  clinical 
psychologists),  to  combinations  of  tht  physical  and  social 
scitncts  and  tht  humanitits  (e.g. .  spttch  pathologists, 
rthabilitation  counstlors) . 

Soot  Allitd  Htalth  proftssionais  art  involved  primarily 
in  institutional  patient  cart,  othtrs  in  community  health 
promotion  and  protection,  still  others  in  health-care  research. 
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manpower  training,  and  education  and  service  delivery 
administration.    The  range  of  Allied  Health  services  includes: 

•  gSggtnc^  services  (e.g. .  emergency  medical 
technicians,  physician  assistants); 

•  reception  and  screening  (eg.,  medical  and 
dental  secretaries,  medicatof  fice  assistants);, 

•  initial  evaluation  and  diagnosis  (e.g. ,  audio- 
ioglsts,  physician  assistants,  dentilhyg i  en - 
ists,  mental  health  technologies ,  medical 
social  workers) ;. 

•  continued  assessment  as  part  of  treatment 

(£JL.»  physical  therapists,  occupational  therapis ts 
respiratory  therapists,  speech  pathologists,  audio- 
logists,  dietitians); 

•  testing  (e.g. ,  medical  laboratory  personnel,  radio- 
logic  technologists,  ultrasound  technical  specialists, 
nuclear  medicine  personnel,  cardiology  equipment 
personnel) ;  ' 

•  acute  cart  therapy  (e.g. .  operating  room  technicians, 
obstetrical  assistants,  surgeons'  assistants);; 

•  long-term  care  therapy  (e.g. .  occupational,  physical 
*nd  other  therapists;  personnel  in  mental  health  and 
social  services,  counseling,  speech  pathology,  audio- 
logy,  nutrition); 

•  medical  instrumentation  (e.g. ,  radiation  and  respira- 
tory therapists,  dialysis  technicians,  cardiopulmon- 
ary technicians,  opthalmic  dispensers,  dental  labora- 
tory technicians); 

•  community  health  promotion  and  protection  (e.g. , 
nutritionists,  dental  hygienists,  population  and 
family  planning  specialists,  health  educators,  school 
health  educators,  medical  librarians,  health  writers); 

•  •nvironmental  health  promotion  and  protection  (e^g. , 
sanitarians,  environmental  health  technicians,  sani- 
tarian aides,  environmental  engineering  assistants); 

•  control  and  elimination  of  hazards  in  an  institu- 
tional or  industrial  setting  (e.g.,  audiologists . 
health  physicists,  health  care~Facility  housekeepers, 
industrial  hygienists); 
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•  h tilth  lyictmi  nutntgtmtnc  (e.g. ,  hospital  artminis tra- 
tors,  health  planners,  medical  records  personnel, 
medical  computer  specialists); 

•  research  and  development  (e.g.,  biomedical  engineers, 
bios  tatis  ticiana ,  epidemiologis cs ,  toxicologists , 
public  health  scientists,  and  researchers  in  every 
occupational  category) . 

An  essential  feature  of  Allied  Health  education  since  the 
1960s  has  been  its  rapid  change  and  expansion,  characterized  by 
the  following  three  major  ingredients:    First,  there  haa  been  a 
tremandoue  growth  in  the  number  of  programs,  particularly  in 
collegiate  settings,  which  has  paralleled  the  great  expansion 
of  two-year  colleges  and  the  growing  popularity  of  vocational 
programs  (in  1966,  there  were  an  estimated  2,500  collegiate 
programs;  today  there  are  over  8,000);  second,  the  distribution 
of  programs  has  changed  —  hospitals  and  other  health-service 
settings  still  play  an  important  role,  but  the  greatest  program 
growth  has  occurred  in  such  other  settings  as  medical  centers 
and  universities,  two-year  colleges,  vocational  technical 
institutes,  and  private  career  schools;  third,  a  dramatic 
expansion  of  knowledge  and  skill  requirements  has  led  to 
increased  diversification  of  educational  requirements. 

In  1976,  the  latest  year  for  which  ther*  is  adequate  survey 

information,  there  were  about  14,000  formal  postsacondar-  programs 

for  Allied  Health  personnel.    Of  these, 

e    52  to  54  percent  were  in  collegiate  settings 
e    33  to  35  percent  were  in  hospitals 
e    10  to  12  percent  were  post secondary  non- 
collegiate  institutions,  and 
e    one  percent  were  in  the  armed  forces . 
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Ovtr  half  of  the  melon's  3.000  hightr  education  institu- 
tions have  at  least  ona  Allied  Haalch  program.    Such  program* 
ara  concainad  in  abouc  90  parcanc  of  cha  nation's  research 
universities  and  doctoral-granting  institutions,  as  wall  as  in 
large  proportions  of  comprehensive  colleges  and  universities , 
free-standing  medical  centers,  and  two-year  college*.  Signi- 
ficantly mora  chan  half  of  all  Allied  Health  programs  in 
collegiate  institutions  award  degrees  at  the  baccalaureate  or 
higher  level. 

It  may  be  important  to  point  out  here  that  chase  patterns 
of  education  for  the  Allied  Health  professions  have  grown  out 
of  practice  needs,  rather  than  from  abstractly  determined 
aets  of  values.    Thus,  the  history  of  Allied  Health  education, 
brief  as  it  is,  is  closely  related  to  the  history  of  the  occupa- 
tions themselves.    The  burgeoning  of  the  Allied  Health  professions 
*nd  of  Allied  Health  education  is  the  product  of  increased  and 
increasing  health-service  demands  and  the  explosive  growth  in 
health  science  and  technology. 

Manpower  data  collection  is  not  what  it  might  be  —  what 
we  hope  it  can  and  will  be       in  the  area  of  Allied  Health. 
Still,  we  can  say  with  reasonable  assurance  that,  as  of  1973, 
an  estimated  3.5  million  individuals  (nearly  66  percent  of  the 
total  health-care  work  force)  could  be  classified,  in  the 
broadest  sense,  as  Allied  Health  practitioners.    The  core  of 
this  population  —  the  professions  in  which  the  federal  govem- 
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mant  hat  lnvtsctd  the  bulk  of  its  Allied  Healch  manpower* 
training  funds  and  which,  generally,  require  collegiate  pre- 
paration ranging  from  the  associate  degree  to  the  doctorate 
—  has  grown  from  442,000  In  1966  to  approximately  1,026,000  In 
1978.    This  132-percent  rate  of  growth  compares  with  a  76- 
percent  growth  rate  for  all  health  professionals. 

Tat  despite  chls  growth,  the  Department  of  Health  and 
Human  Service*  Bureau  of  Health  Manpower  (Health  Resources 
Administration)*  tells  us  that  there  are  still  clear  and 
significant  national  Allied  Health  manpower  shortages  in  such 
professions  as  audio logy,  speech  pathology  and  respiratory 
therapy.    And  though  the  data  is  not  definitive,  it  also 
appears  to  the  Bureau  that  there  still  may  be  national  shortages 
of  dietitians  and  dietetic  technicians,  radiation  therapists. 
physical  therapists,  occupational  therapists,  and  formally- 
trained  dental  assistants. 

Federal  Support  of  Allied  Health  Education 
Federal  support  for  Allied  Health  manpower  training  was 
first  authorized  in  1966  by  the  Allied  Health  Professions 
Personnel  Training  Act.    During  the  first  four  years  of 
operation  under  its  authorities,  the  statute  put  primary 
emphasis  on  increasing  the  number  of  training  programs  and 
professionals.    In  the  early  seventies,  however,  the  statute 
was  amended,  its  emphasis  shifted:-    Basic  improvement  grants, 
which  encouraged  the  establishment  of  new  scholastic  programs, 


*  Report  (to  Congress)  on  Allied  Health  Personnel.  DHHS  Pub.  No. 
(HRA)  80-28 
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vtrt  abandoned  in  favor  of  new  focuses  and  initiatives , 
ralating  mora  to  tha  provision  of  quality  Allied  Health 
education  and  health  service  than  to  the  production  of 
increases  numbers  of  Allied  Health  professionals.    The  shift 
clearly  was  occasioned  by  public  economic  policy,  and  not  by 
evidence  that  manpower  needs  had  been  met  —  there  were  at 
least  as  many  "significant"  national  professional-area  short- 
ages at  the  start  of  tha  seventies  as  there  are  today. 

The  new  funding  focuses  were  on  special  educational  pro- 
jects for  Allied  Health  training  programs  (one  special  project 
focua  addressed  the  need  for  the  "establishment  of  new  roles 
and  functions  for  Allied  Health"  personnel),  on  faculty 
development  through  a  mechanism  called  "advanced  trainee- 
ships",  and  on  the  recruitment  to  the  Allied  Health  profes- 
sions and  retention  of  ethnic  minorities -group  members. 

Funding  authorizations  which  followed  the  shift  from  the 
early  basic  improvement  grants  to  tha  special  target  grants 
and  contracts  were  moderate,  to  say  the  most.     But  this 
moderate  support  soon  becas*  virtually  no  support  at  all. 
In  fiscal  year  1973,  for  example,  Congress  provided  $30.2 
million  to  support  Allied  Health  planning,  development  and 
operation  of  such  (sections  796,  797  and  798)  projects  as 
the  establishment  of  regional  systems  for  coordinating  and 
managing  Allied  Health  training;  of  new  and  Improved  methods 
of  credentialing  Allied  Health  Personnel;  of  recruitment, 
training  and  retraining  programs;  of  career  ladders  and 
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other  program*  of  advancement;  of  continuing  education  programs 
of  faculty  training  Institutes;  and  of  ethnic  minority-group 
member  recruitment.    Two  years  ago,  following  a  Carter 
Administration  call  for  zero  funding  of  Allied  Health  manpower* 
training  programs  and  projects,  the  Allied  Health  community 
was  able  to  win  congressional  support  for  a  $10  million  fiscal 
1980  appropriation  for  these  Part  6  (Title  VII)  initiatives 
(one-third  of  that  amount  subsequently  was  rescinded).  Last 
year,  the  Carter  Administration  again  called  for  a  zero  fund- 
ing level.    After  Congress  appropriated  $6.7  million  for  fiscal 
1981,  President  Carter  called  for  a  rescission  of  all  of  that 
amount  and  the  new  Administration  appears  similarly  inclined. 

The  rationale  of  both  Administrations  for  these  terminal 
reductions  makes  no  sense  at  all.    Spokesmen  for  both  Adminis- 
trations have  listed  cost  effectiveness,  the  delivery  of 
services  to  unserved  and  underserved  areas  of  the  country, 
disease  prevention  and  health  oromotion,    and  the  involvement 
of  ethnic  minority- group  members  in  health-care  education 
and  service  delivery  at  major  national  health-care  objectives. 
Yet,  the  Carter  end  Reagan  Administrations  have  urged  Congress 
to  refuse  any  support  for  that  segment  of  the  health  manpower 
population  which  is  best  prepared  and  best  able  to  address 
these  objectives. 

Both  Administrations  also  have  said  that,  inasmuch  as 
there  are  no  manpower  shortages  among  the  Allied  Health  pro- 
fessions, "continued  federal  involvement  in  basic  Allied 
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Health  training  support"  if  unwarranted.    Tht  argument  both 
denies  and  dtf its  cht  rtality  of  cht  Rtporc  of  cht  ftdtral 
government's  own  health-manpower  agency,  which  noc  only 
makes  a  "cmi  for  continutd  Ftdtral  activity  on  behalf  of 
allitd  htalth  personnel."  but  alto  litts  a  rtlatively  largt 
nu*ber  of  kty  Allitd  Htalth  professions  in  which  thart  art 
Significant  national  shortages."    But  more  —  both  Administra- 
tions hava  ov.rlooktd  tht  fact  that  ftdtral  Allitd  Htalth  man- 
power -training  fundings  is  expressly  inttndtd  by  statute  for 
sptcial-targtt  projtcts  and  not  for  basic  tdacation  Support. 
Indatd.  such  basic  support  hasn't  bttn  availablt  to  tht  Allitd 
Htalth  proftssions  for  cht  better  part  of  a  decade? 

Some  might  argu*  that  the  $283  million  Invested  by  the 
federal  government  (since  1967)  in  Allitd  Htalth  manpowtr 
training  is  not  only  a  substantial  amount,  but  an  appropriatt 
amount  as  well.    Substantial  it  well  might  be;  appropriate  it 
nwst  assuredly  is  not.    Tht  $283  million  figure       the  ftdtral 
government's  total  14-year     ^raitment  to  two-thirds  of  the 
nation's  health-care  workforce  —  represents  merely  four  percent 
of  the  total  federal  investment  in  health -manpower  training 
end  development.    From  its  beginnings.  Allied  Health  has  been 
relegated  by  the  federal  government  to  but  a  cubby  hole  in 
the  great  mansion  of  health-care  education.    Today,  there's  an 
eviction  notice  on  our  small  door.    Ut  hopt  thia  Committee 
will  ttar  down  that  notict  and.  in  doing  so.  givt  notict  of 
its  own  that  Allitd  Health  can.  must  and  will  be  counted  on 
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by  cht  fadaral  govaramant  as  a  major  parcnar  In  cha  davalopmant 
of  an  affactlva  manpowar- training  and  sarvica-dalivary  afforc. 


Buraau  of  Health  grofaaalong  Rtcomnandatlons 
Tha  Coalition  baliavas  chat  cha  fadaral  govartsnant  suae 

assuma  a  Jaadarship  rola  In  halping  fill  vhac  HKA's  Burtau 

of  Haalth  Frofassions  tarms  as  "signif lcanc  national  (Alllad 

Raalch)  shortagas." 

In  addition,  wa  saa  a  major  fadaral  rasponsibility  In  cha 

fulfllliaant  of  thasa  of  cha  Buraau* j  Alllad  Haalch  ralacad 

r a commendations : 

1.  "Information  Including  statistical  data  on 
alllad  haalch  parsonnal  raquiras  conclnuad 
iaprovaaant,  by  largar  invastmants  and  co- 
ordlnatad  actlvltlas  ... 

"Particularly,  data  ara  naadad  with  which  to 
dacarmlnt  cha  nacura  and  axcanc    f  'critical 
vacancias'  and  spacific  skills  shortagas, 
and  to  plan  approprlata  local,  Stattt 
rtglonal,  or  national  aducatlon. 

"Battar  data  ara  naadad  on  minority 
participation  In  tha  w;rk  forca.. 

2.  "Spaclal  attantlon  to  tha  alllad  haalth 
parsonnal  problams  of  small  haalth  card 
Institutions  Is  raqulrad,  to  ansura  that 
ragulatory  and  othar  constraints  do  not 
lntarfara  with  accass  to  and  tha  quality 
and  continuity  of  pat lane  cart.  Additional 
rasourcas  ara  naadad  with  which  to  Invastl- 
gata  tha  natura,  axtant,  and  Impact  of 
thasa  problams,  and  to  davlsa  solutions 

as  may  ba  nacassary. 

3.  "Tha  cost- saving  potantlal  vt  mora 
afflclant  usa  of  alllad  haalth  parsonnal 
should  ba  thoroughly  axplorad  through 
wall-dasignad  ana  controllad  studlas 
carrlad  out  In  varlouj  work  sattlngs  and 
not  hindarad  by  currant  lagal  limitations 
on  tha  usa  of  parsonnal. 
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"As  personnel  standards  are  changed,  training 
programs  muac  be  revised.    This  requires 
national  coordination  and  encouragement. 

"As  manpower  standards  change,  personnel 
working  in  the  field  who  cannot  meet  new 
and  more  rigorous  qualifications  must  be 
provided  with  opportunities  to  improve 
their  competencies.    Support  to  develop 
training  materials  and  procedures  that 
will  reach  the  employed  work  force  is 
necessary. 

"Methods  of  testing  of  individuals  to  deter- 
mine competency  In  the  health  field  require 
improvement,  through  additional  research, 
development,  and  validation,  with  Federal 
leadership. 

"To  the  extend  necessary  to  ensure  adequate 
numbers  of  these  personnel  equitably  distri- 
buted among  and  within  States,  Federal  pro- 
grams must  encourage  comprehensive  State 
programs  to  identify  and  act  upon  problems 
of  maldistribution  an<*.  undersupply. 

"There  should  be  established  within  the 
Department  (i.e. ,  HEW)  the  f unci. -on  of 
review  and  approval  of  all  Federal  policies 
and  actions  that  lead  to  or  encourage  new 
health  occupations  or  specialities . 

"There  should  be  established  within  the 
Department  the  function  of  review  and  assess- 
ment  of  all  Federal  policies  and  regulations 
that  affect  the  demand  for  or  utilization  of 
health  personnel. 

"Improvement  of  spedific  clinical  competencies 
of  health  personnel  is  required,  through 
advanced  and  short-term  training  and  through 
self-instruction,  particularly  for  the  follow- 
ing subjects  or  functions: 

e    long-term  care  of  the  elderly  and 

chronically  ill, 
e    hospice  care, 

e  disease  prevention  and  health  promotion,  and 
e    application  of  new  technologies. 

"Improvement  in  nonclinical,  competencies  of 
allied  health  personnel  is  required,  through 
advanced  and  short-term  training  and  through 
self-instruction,  particularly  in: 


324 


12/ 


•  coaching, 

•  educational  program  planning, 

•  administration  and  supervision,  and 

•  performance  evaluation  and  assessment. 

12.  "Maintenance  and  further  development  of 
allied  health  training  centers  should  be 
encouraged  so  that  they  carry  out  essential 
interdisciplinary  coordinating  and  planning 
activities. 

13.  " Additional  allied  health  training  centers  in 
institutions  with  predominantly  minority 
enrollments  should  be  established. 

14.  "Activities  for  the  recruitment  of  and  assist- 
ance to  minority  students  in  allied  health 
training  programs  should  be  increased. 

15.  "the  MEDIHC  program  (Military  Experience 
Directed  Into  Health  Careers)  to  place  veterans 
and  other  allied  health  personnel  in  critical 
vacancies,  especially  in  small  and  rural 
institutions,  should  be  continued. 

16.  "Statewide  and  educational  system  wide  plan- 
ning for  allied  health  occupations  education 
and  training,  through  grants  ana  cooperative 
agreements,  should  be  encouraged  and  supported." 


Following  are  the  elements  of  change  which  the  Coalition 
for  Health  Professions  Education  asks  this  Committee  to 
include  in  its  version  of  extended  and  amended  health  manpower- 
training  authorities. 

l-  The  Definition  of  "Allied  Health  Personnel"  and  "training 
center  for  allied  health  personnel"  {Section  795  (1)  and  (2)>- 
Current  statutory  language  defines  "Allied  Health  personnel" 
as  "individuals  with  training  and  responsibilities  for  (A) 
supporting,  complementing,  or  supplementing  the  professional 
functions  of  physicians,  dentists,  and  other  health  profes- 
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•ion*>ls  in  the  dtlivery  of  health  care  Co  patients,  or  (B) 
assisting  environmental  angineers  and  other  personnel  in 
environmental  health  control  and  preventive  medicine  activities. 
The  extant  statutory  Dortrait  of  Allied  Health  professionals 
is  completed  in  the  section  795  (2)  definition  of  "training 
center  for  Allied  Health  professions,"  which  lists  as  the 
Qttly  examples  of  those  professions  "medical  technology, 
optometric  technology,  and  dental  hygiene." 

The  portrait  is  inappropriate  and,  as  we  shall  offer 
later,  largely  unnecessary.    It  is  inappropriate  for  three 


a.  The  definition  uses  the  term  "personnel"  rather 
than  the  term  "professional."    Physicians  and  dentists 
and  unidentified  others  are  "professionals ; "  Allied 
Health  practitioners  are  "personnel."    The  distinction 
is  inappropriate  and.  we  think,  derogatory. 

b.  The  definition  suggests  that  Allied  Health 
professionals  always  and  everywhere  work  for  or 
under  the  supervision  of  physicians,  dentists 
and  environmental  engineers.    That's  simply  not 


c    Finally,  the  definition  puts  forward  as 
explicit  examples  of  Allied  Health  practitioners 
not  the  physical  or  occupational  therapist,  the 
audiologist  or  speech  pathologist,  the  dietition 
or  clinical  psychologist,  but  rather  the  indivi- 
duals who  function  (medical  technologists  excepted) 
as  aides  and  assistants.    The  examples  are  not 
inaccurate  —  these  professionals  are  Allied  Health 
practitioners;  they  are,  however,  not  nearly  as 
representative  of  the  Allied  Health  fields  as  other 
choices  would  be. 

Let  us  cite  just  one  example  of  the  unfortunate  effects 
of  the  present  definition's  inappropriatenec* :    The  American 
Speech-Language-Hearing  Association  has  long  suggested  to  its 
members  chat  they  should  not  seek  federal  training  assistance 


reasons : 


true. 
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undar  tht  Part  C  Allltd  Health  authorititt  of  Ttclt  VII.  To 
do  so,  cht  Association  has  said,  would  bt  co  adalc  chat 
spttch  pathologists  and  audlologlsts  art  somtthing  ltss  than 
Mpro£tsslon«l/,    Training  program  dirtctort  who  art  mtmbtrs 
of  that  distinguishad  Association  agrttd  —  prlnclplt  was 
tht  prtaminant  importanct.    It  should  coma  as  no  turprist. 
thtn.  that  spttch  pathology  *nd  audiology  art  two  of  tht  thrtt 
Allltd  Htalth  prof tss Ions  In  which,  according  to  tht  Burtau 
of  Htalth  Hanpowtr,  thart  art  critical  manpowtr  shortagts 
nationwida. 

During  Congrtss*  last  ttrm.  tht  Stnatt  approvtd  lagit- 
latlon  which,  insofar  as  its  Allltd  Htalth  rtlattd  rtftrtncts 
wart  conctmad,  tht  Allltd  Htalth  community  supporctd 
anthuaiastically.    Among  othtr  things,  tht  bill  (S.2375) 
containtd  a  propostd  amandmant  to  stctlon  795  of  tht  Public 
Strvict  Act.    Undtr  tht  amandmtnt, 

...  substctlon  (1)  would  bt  changtd  to  rtad: 

"Tht  ttrm'AlUtd  Htalth  otrsonntl1  mtans 
individuals  tralntd  at  tht  ttsociatt.  bice a - 
laurtatt,  masttr's,  or  doctoral  dtgrtt  ltvtT 
in  a  httlcn  cart  rtlattd  scitnct,  witg 
rtiponsioiiicy  tor  tht  dtllvtry  of  htalth  cart 
or  htaltn  cart  rtlattd  strvicts  (including 
strvicts  rtiatta  to  tht  idantiflcttloir 
Evaluation  and  prtvtntlon  of  disttsts~tnd 
dlsoratrs.  dlttary  and  nutrition  strvicts". 
ntaitn  promotion,   rthabllit&tlon,  and 
htaica  systams  managtmtnt) ,  but  who,  tor 
tht  purposts  ot  this  tltlt,  art  not  grTouttaa 
of  schools  of  mtdldnt,  osttopttny^  dtntistry. 
vtttrlnary  madlcint,  optomttry.  podiatry." 
pharmacy,  or  nursing." 
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subsection  (2)  of  section  795  would  bt  changed  co  read: 

"Tha  terms  School  of  Allied  Health'  and  'training 

canter  tor  Allied  Health  prof as  slons'  maiiTa  

public  or  non-profit  pnvata  Junior  college?  college , 
or  university       (A)  which  provides,  or  can  provide. 
propama  ot  education  In  a  discipline  of  Allied 
Health  leading  to  a  baccalaureate  or  associate " 
degree  (or  an  aouivalant  degree  ot  aifchar)  or 'to  a 


mora  advanced  degree;  (B)  which  providas  training 
tor  not  lass  than  a  total  ot  tvanty  persons"Tn 


suca  curricula;  (C)  wnicn  includes  or  is  airilla 

tag  with  a  teaching  nospltal;  and  (D)  vhicH~I7  

accredited  by  a  racognizad  body  or  bodies  appTovtd 
lor  «ucn  purposes  by  cne  secretary  ot  Education  or 
there  is  satisfactory  assurance  artordad  by  such 
accrediting  agancy  to  the  secretary  that  reasonable 
progress  is  being  mada  toward  accreditation." 

Tha  Coalition  for  Alllad  Haalth  Professions  Education  urges 

tha  lncluslnon  of  this  taction  795  amendment  In  tha  Committee's 

version  of  new  haalth  manpowar  training  authorizing  legislation. 

2.    Advil ory  Council  Inclusion  of  Alllad  Haalth  Representation: 
Tha  Coalition  additionally  supports  an  amendment  to  existing 
section  702  (a)  language  that  would  accommodate  representation 
on  the  National  Advisory  Council  on  Health  Professions  Education 
by  a  rapresentatlva  of  Allied  Health  schools ,  and  potential 
representation  by  a  student  enrolled  in  an  Allied  Health 
curriculum.    The  Council  has  gone  too  long  without  a  representa- 
tive of  the  educational  institutions  which  train  the  largest 
segment  of  tha  health  cara  workforce.    We,  therefore ,  recommend 
that  the     Committee  adopt     an  amendment  to  section  702(a)  of 
tha  Act  that  would 

add  representatives  of  Allied  Health  schools 
Tend  ot  the  student  bodies  of  such  institu- 
tions) to  those  health  protass ion  school 
representatives  presently  listed  in  section 
7gg  taj  ot  xitia  vn  as  members  of  the 
national  Advisory  council  on  Health" 
rror ess ions  Education. 


ERIC 


33. 


328 


16/ 


3.    D&a  Collacclon  In  Allltd  Htalch:    According  co  cht 

ractnc  rtportt  of  cht  Bureau  of  Htalch  Professions  and  cht 

Nacional  Cotmlsslon  on  Allttd  Htalch  Educacion,*  supporc  for 

data  colltcclon  in  Allltd  Htalch  should  bt  ac  cht  cop  of 

cht  federal  government's  Allttd  Htalch  tapporc  agtnda.  Says 

tht  Raport  of  cht  Burtau  of  Htalch  Manpower: 

"Thtra  art  insufficienc  data  abouc  allltd  htalch 
ptrtonntl  ac  cht  local,  Scats,  or  national  ltvtl 
co  ptrmit  radical  improvements  In  planning,  pro- 
duction, and  management.    Tht  large  number  of 
occupaciont  and  functions  involved,  and  chtlr 
inctrrtlaclons,  makas  good  planning  for  allltd 
htalch  ptrtonntl  difflculc.    Xmprovtd  daca  on 
production,  recruioeenc,  reimbursement ,  utilization, 
ttrvict  cote,  and  work  forct  quxlicy  art  nttdtd. 
Daca  on  improvtmancs  in  supply,  work  forct 
quallcy,  tducacional  scandards  and  mechoda,  and 
opporcunicies  for  minoricies  art  difflculc 
and  cotcly  co  ore duct  and  generally  last  Chan 
tacltfaccory.    Whtrt  improvements  heve  occurrtd, 
Ftdtral  tupporc  appears  co  bt  a  decisive  faccor." 

According  co  cht  National  Commission: 

"Tht  ftdtral  govarnmenc  should  tupporc  cht 
tytctmaclc  and  concinuous  colltcclon  and 
dl« laminae  ion  of  daca  on  cht  numbtrt  and 
dltcrlbuclon  of  htalch  manpovtr  in  all 
occupaclonal  artat,  including  informaclon  on 
projtcctd  openings.    Supporc  alto  should  bt 
made  available  for  cht  continuacion  of 
bltnnial  naclonal  invtncorlts  of  Allltd 
Htalch  programs,  txpandtd  co  includt  all 
tattings  which  offtr  formal  posc-stcon3ary 
t  ducat  ion  programs.'* 

Tht  Commission's  tmphasls  on  data  colltcclon  from  "all 
occupaclonal  araas  (and)  stt tings  which  offtr  formal  post- 


The  Future  of  Allltd  Haalch  EducaClon,  Jossey-Bass,  Publisher 
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secondary  education  programs"  merits  special  note.    Ac  present, 
the  federal  government  supports  Allied  Health  related  data 
collection  which  relates  only  to  Allied  Health  schools  defined 
in  existing  section  795  (2)       i.e. .  schools  which  award  the 
associate  or  baccalaureate  or  higher  degree.    There  Is,  however, 
a  large  number  of  certificate-awarding  Allied  Health  Institu- 
tions (and  an  increasing  number  of  Allied  Health  aide,  assist- 
ant, and  orderly-type  graduates  of  such  schools)  regarding 
which  data  are  not  being  collected.    Clearly,  this  data  need 
to  be  gathered  and  analyzed.    Such  data  should  be  and,  we 
would  urge,  can  be  gathered  without  altering  In  any  way  the 
statutory  definition  of  the  Allied  Health  schools  which  are 
appropriate  recipients  of  federal  training  support. 

There  also  is  a  pressing  need  for  feasibility  studies 
on  the  collection  of  data  relating  to  ethnic  minority-group 
member  involvement  in  Allied  Health  training  and  practice. 
Data  on  approaches  to  career  counseling,  recruitment,  admis- 
sions, and  retention  of  minority-group  students  in  training 
programs  are  required,  so  that  we  can  understand  (and  deal 
with)  the  reality  of  greater  student  Involvement  at  lower 
levels  of  training.    We  also  need  definitive  studies  on  the 
impact  of  minority  institutions  on  the  overall  Allied  Health 
manpower  pool  and  on  the  reasons  for  unique  minority-group 
member  practice  patterns  and  geographic  distribution. 

In  view  of  the  foregoing,  the  Coalition  asks  the 
Committee  to 
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*jC*)*!:  m«nd  chg  discing  data-collection  language 
or  ,/QS  or  add  a  new  section  co  Pare  G  co  accoSmo- 

r«»    rhp    IPPrl    frtr  ^/-v  1  1  ~~  »-4   c  »•»■»•  


date  rhe  need  for  rhe  colleccion  of  Allipri  

?f*  .     *eIaCed  daCa  from  schools  of  Ailled  Health"" 
(including  pose-secondary  nonprofit  and  proprietary 
institutions  which  grant  practice  p'certif^ateT, — 


ST  Allied  Healtn  disciplines) ,  including  data  rar- 
ing to  production^  recruitment,  reimburseient":  

utilization,  service  costs,  workirorce  quality. 
educationar^tandards  and  methods .  and  opporrunl. 
ties  tor  minorltlesT  "  

4-    Allied  Health  Project  Support:    Existing  section  796 

authorizes  grants  and  contracts  to  "eligible  entities"  for 

special  projects  which  are  detailed  in  subsection  (a)(1)  of 

the  section.    With  one  notable  exception  (i.e.  ,  projects  to 

establish  "new  roles  and  functions  of  allied  health 

personnel") , 

the  purposes  of  section  796  should  be  retained  in 

the  Subcommittee's  tinai  legislative  proposal.  

l  a??»glon- ,cne  toilowing  project-support  emphases 

should  be  added  to  those  already  enumerated:  

projects  whlcn  tocua  on  Ailled  Health  role^elinea- 

tions  ana  related  interdisciplinary  curriculum"  

modules;  on  meeting  new  health-service  needs  withou t 

creating  new  specialities;  on  the  development  of  

mechanisms  tor  interdisciplinary  articulation- — * 
on  tne  use  or  Allied  Health  practitionerFTn 
containing  heaitft-care  costs;  on  zhe  Allied  Health 
related  needs  or  unserved  and  underserved 
areas;  and  on  curriculum  otterings  In  Health 
promotion,  disease  prevention,  geriatrics,  and 
neaitn  planning.    The  authorization  levels  for 
existing  section  /y&  should  be  510  million~ror 
Fiscal  i\t*At         million  for  tiscal  l9a3 . 
minion  tor  fiscal  1984.  and  $15  million  for 
tiscal  1985.  

5*    Training  Institutes  in  Allied  Health-    Existing  section  797 
authorizes  grants  for  the  conduct  of  short-term  "institutes" 
generally  designed  to  accomodate  the  "advanced"  learning 
needs  of  Allied  Health  practitioners  who,  Drincioally  as  a 
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result  of  the  rapid  expansion  of  Che  Allied  Health  fields 
and  Increases  in  the  numbers  and  varieties  of  Allied  Health 
opportunities  and  initiatives,  find  themselves  in  new 
educational,  supervisory  or  administrative  settings.  The 
Society  believes  that  this  emphasis  should  be  continued  and, 
therefore,  recommends  that  the  final  Committee  proposal 
should  — 

include  existing  section  797  through  fiscal 
year  1985  at  an  annual  authorization  level 
that  is  no  less  than  $1.5  million. 

6.    Ethnic  Minority -Group  Allied  Health  Education:  As 

the  National  Commission  on  Allied  Health  Education  points 

out.  the  Allied  Health  professions,  because  they  are  among 

the  few  professions  iri  the  economy  for  which  the  employment 

outlook  is  almost  uniformly  favorable,  "represent  an  excellent 

avenue  for  social  mobility"  on  the  part  of  ethnic  minority - 

group  members.    Moreover,  notes  the  Commission,  "minorities 

are  substantially  underrepresented  in  educational  programs 

for  the  relatively  high-level  Allied  Health  occupations 

(i. e . ,  baccalaureate  and  advanced  degree  levels)."  Minority 

Allied  Health  training  programs  also  are  underrepresented 

among  programs  receiving  Allied  Health  training  assistance  from 

the  federal  government.    In  the  last  year  for  which  data  are 

available  (1975),.  the  563  Allied  Health  discipline  programs 

situated  in  minority  institutions  represented  10  percent 

of  the  total  Allied  Health  program  offerings.     Yet  minority 

institutions  received  only  six  percent  of  Allied  Health  training 
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assistance  made  availablt  through  cht  Bureau  of  Health 

Professions.    Tha  Society  asks  chat  the  Committee  include 

in  ita  final  legislative  proposal  authorizations  designed  to  — 

provide  atmdent  support  for  disadvantaged  ethnic 
minority-group  member*  anrolled  in  Allied  aealth 
education  programs  (aapecially  in  baccalaureate 

ana  graduate  programs),  and  epecial  program  

support  tor  Allied  Health  education  programs  in 

traditionally  and  pradomiriantly  minority  

institutions,    m  addition,  tha  apaci&l .  recruit- 

y^^'f* C*d  •"Pfa*8"  o£  axiating  section  

/9a  ahould  be  continued  at  an  annual  authorization 
level  or  no  less  than  SI  million.  


Hr.  Chairman,  ve  are  grateful  for  this  ooorutnity  to 
present  these  our  views  to  you  and  your  colleague  Committee 


members . 
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*  Joint  lutimt 


of  thai 


Aaarlcan  AmocUUod  of  College*  of  Osteopathic  Madiclr.e 
Aaarlcan  Association  of  College*  of  Pharmacy 
American  Aeao  elation  of  collagaa  of  Pediatric  Ma  die  in* 
Aaarlcan  Association  of  Dental  school* 
Aaeo  elation  of  American  Veterinary  Medical  Coll* 9*0 
Amrican  Society  of  Allied  health  Profeeeione 
Aeeociition  of  School*  and  Col  1*9**  of  Optometry 
AeaocUtloa  of  School*  of  Ptfclic  Health 
Asaoclatlon  of  Qhlveraity  Program  In  Health  Admin  la  tretlon 


Senator  latch  and  Msafcare  of  th*  Coaexittee: 

My  collaaoua*  and  I  r*pr**«nt  a  aubatantial  propcrtion  of  tha  aohoola 
*4iich  train  health  profaeelonel*.     Tha  profeeeione  r«praa«ntad  in  thi* 
•tataaant  play  a  vital  rola  in  providing  haalth  and  wtdical  car*,  but  thay 
receive  ralativaly  llttla  ettantlon  In  public  policy  development  because  of 
tha  popular  con  cam  primarily  with  physician*  end  nursa*. 

S.  799  would  lmpoae  tr*uaatlc  *ff*cts  on  •  ducat  ion  for  our  flaldai  it  la 
a  radical  change  froa  *ny  previous  bill.    Tha  coemittee  hearing  did  not  prorld* 
an  adequate  opportunity  for  u*  to  contribute  to  th*  committee 'a  thinking.  Me 
have  always  work  ad  with  this  coemittee  In  •  conetructive  partner  ship  to  accomplish 
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public  objectives;  and  we  are  asking  for  the  mm  relationship  to  continue.  We 
do  not  wish  to  be  propelled  Into  a  position  of  opposition  because  of  sn  erroneous 
assumption  that  the  eceamlttee  knows  iftit  our  needs  srs  and  tharafora  mum  our 
raaction  to  ths  bill)  or,  baoauaa  a  policy  eiaed  at  a  surplus  of  physician  a  la 
mistakenly  spplisd  to  everyone  slsa. 

MS  support  ths  admin  is  tretlon'e  economic  objsctivas  and  ara  reedy  to  do  our 
part  to  realise  them.  Ma  undarstand  that  fadaral  support  for  health  profusions 
education  sua  t  bs  reduced,  wa  ara  not  ask  In  9  for  "bos  in  as  a  sa  usual"  or  for  ths 
maintenance  of  laat  year  'a  suthorlxetlca  1  avals. 

8.  799  abruptly  undermines  ths  sffsctivs  us  a  of  ths  large  a  xi  a  tin  9  fadaral 
invsstmant  In  our  schools.     It  Is  tha  ehruptnoss  of  tha  change  which  atkee 
rational  sanegaawnt,  so  etrongly  pros? tad  by  this  ndalniatrstion ,  imposslbls. 
Thee  a  baalth  sohools  ara  li  tar  ally  fsslln9  an  lntolarabla  financial  squssse  from 
snrary  direction  > 

Tha  atataa  ara  cutting  aupport.    among  othar  reeecne,  ths  block  grants  will 
cost  ths  a  tat  as  sonsy ,  which  they  are  not  paying  out  now*  to  nana  9a  tha  block 
grants .      Many  of  these  profaaa iona  have  fav  schools,  so  that  each  one  le  e 
national  or  rsgicnsl  resource  which  no  one  state  can  be  expected  to  support. 

The  clinical  fadl  itiaa  on  which  va  da  pan  d  ara  being  prasssd  to  stop  passing 
on  teaching  costs  to  Medicare,  Medicaid,  and  to  other  patients.    Competition  will 
fores  hospital*  *nd  clinics  to  further  reduce  costs  and  to  avoid  all  teaching 
coat  a  -  thareby  forcing  the  echoola  to  bear  thle  expenae.    In  addition,  cut  be  eke 
in  research  funding  are  further  reducing  faculty  end  indirect  aupport  swchsnlassi . 
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The  osnsr*!  student  aid  cutback  tUo  hu  •  direct  impact  on  our  school*. 
Zf  Interest  rstes  ara  raised,  and  family  incoee  limits  arc  rslsed,  Conexsas  will 
hsvs  radloally  altar  ad  tha  characteristic*  of  students  who  arrive  at  o«  doors. 
They  will  ba  white,  uppar  aiddls  class,  urban,  and  in  dsbc. 

Th*  cb>c*lvss  which  we  -  the  fovernmsnt  and  tha  schools  -  hsvs  sharsd  In 
tha  paat  will  dlalntafrata .    enroll  sent  «U1  ba  fanarally  raduoad  In  amny  of 
thaaa  f  1*1  da,  which  ar*  slrsady  1a  short  *upply,  forclnf  a  furthar  radactlon  In 
supply  and  drivinf  up  tha  pries  of  their  ssttIoss  .    Minor ltlss,  rural  studsnts, 
and  won>  will  Apply  In  dscr*a*lnf  number*  becauss  of  tha  cultural  Inability  to 
tolerate  laro*  dsbt*.    Thoss  who  ara  s  omitted  to  our  schools  will  fsos  lncrodlbly 
staep  tuition  hike*. 

■as  1th  schools  ara  bain 9  esvsrsly  impaired  by  vhs  ljrpact  of  lav*  and 
pollclaa  which  *rs  not  slaad  st  thaai  directly*  such  a*  coat  containment,  block 
errant*,  competition,  reduced  studsnt  lean  cost*,  ate.    Ma  look  to  this  Conml tfa 
for  s  policy  which  dlrsctly  raflact*  tha  public  intarsst  and  staks  In  haalth 
professions  education . 

If  this  coaaUttaa  doaan't  addraaa  ths  nagatira  sffscts  of  thsss  and  other 
policy  chanoea,  thara  la  no  way  that  va  csn  ae  in  tain  tha  educational  structurs 
snd  ths  quality  which  ths  nation  needs  in  three,  five,  or  ten  years,    tha  schools 
srs  cut  tin  9  every  corner  -  that  neana  ne9lsct  of  facilities,  on  which  the  public 
1*  P*yin9  public  debt,  and  ieavin7  a  legacy  of  high  coat  for  tha  future. 

Ve  hsvs  carefully  considered,  together,  how  S.  799  can  ba  rasodeled  to 
preserve  ths  moat  ssssntisl  cors  of  education  for  thsss  fields,  at  the  lowest 
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raaaaaafcla  out.    tod,  without  attracting  fron  tha  atxanytkn  of  th«  hill  for 

M«lQla«  and  IVlUf. 

Tha  mt  gaaarlc  naad  in  for  atudaat  ivi,   v»  n~4  an  .id  paofcagn  which 
wilX  glva  •  b.aont*  |»  .a  haalth  profaaalona  aohaoXa  a*unl  oooom  to  aapanaWa 
nfeoatloaa.    tt  wiXl  olio*  an  %»  oantlaaa  to  attraot  atudaata  who  rapraaant 
•ICiinfl  alaarlty  and  r»*l  populatlona.    it  will  allow  wa  to  ooapata  for 
tha  nranmaUg  i^oit  with  flald*  oven  aa  aaaXnaarlnf  an 4  tualnaaa.  whloh 
a*  Jay  aarparata  cwppart  «hlah  wa  to  not  hava. 

Our  ifooific  rMomiBtlM  1*  that      7ta  lnclada  oapitalUatioo  of  • 
Xoon  tad  for  alX  haalth  atudanta.  Including  atudanta  aaroXXad  la  aonoola  of 
pabn«  haalth,  a  Iliad  hcJlth,  aad  graduate  pragraaa  In  hoiXth  adalnlatratloa. 
Plftaan  ailllan  aoXlara  aaoh  yaar,  carufuXXy  diapanaad,  oowld  anka  •  a  I  gal  f  leant 
contribution  to  «MUnf  your  cbjactlvaa  and  our*.  and  not  ooanvjund  tha  aagntlva 
•  f  facta  of  athar  public  policy  «  an  yea. 

*.  7«  wthorUaa  tha  continuation  of  tha  a  Jd  a  ting  atudant  loan  fund  which 
yrovldad  aupport  through  aany  aohooXa.  to  fnnda  ara  prowl  dad,  aaklny  tha  fund 
antlraly  da  pan  da  nt  upon  racy  cling  aarXiar  Xoana.    Aa  a  raauXti 

X.      Oily  aohooXa  which  hrro  participated  In  tha  fund  for  aany  r««ra 
htra  any  alanlflcnnt  aaount  of  won  ay  racy  cling. 

2.      tchoola  opanad  In  tha  Xaat  flva  yaara  hava  a  vary  aaaXX  fund 

baaa  and  no  aXuanl  out  long  anough  to  hava  paid  bade  auoh  aonay. 

J.      »*w  achooXa  wllX  hava  nothing  to  work  with. 
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Joint  atitumt  on  S*  799  ^  5 


4.      Three  fields  -  public  hMlth,  health  services  administrstion, 
and  allisd  health  -  have  not  participmtmd  at  All  In  tha  loan 
fund,  but  hsva  «i 9r»lric*nt  support  rsduosd  or  termirvatad  under 
3.  799. 

W*  rioownd  that  *15  Million  be  added  to  tha  loan  fund*  In  each  T^r  of 
the  new  bill.     Thee  a  funds  should  ba  alio  cm  tod  to: 

»•      Previously  secluded  professions, 
b.      Mew  schools  with  no  previous  funds . 
c«      *vtr  schools  with  limited  funds. 

This  allocation  will  rsdrees  existing  inequities  a  men  9  end  within  fields, 
end  eubstantielly  reduos  ths  ni^tiri  effects  of  the  change  in  federal  eupport. 

The  reduction  in  health  manpower  support  suggested  by  S.  799  la  over 

60  percent.    We  contend  that  60  percent  is  directly  damaging  to  the  public 
Interest . 

Ut  *•  close  with  s  "wry  dramatic  example  of  ths  lacV  of  coordination  of 
public  policy.    The  Oefenss  Department  has  just  announced  a  major  change  in 
military  medical  strategy .    The  new  etrstegy  is  to  sovs  every  poaaible  caeualty 
back  to  the  States  as  faat  as  possibls.     DOD  is  asking  the  civilian  sector  to 
provide  the  backup  -  in  fsdlltiea  end  in  manpower.    Ac  it  stands,  S.  799  tells 
us  that  chess  military  peraonnsl  need  only  physicians  and  nurses  and  that  we  are 
releaeed  from  our  reeponaibil  ity  to  meet  that  need. 
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INTRODUCTION 


Throughout  its  history  the  osteopathic  profession,  represented  by  more  than  17,000 
practitioners  in  the  United  States,  has  worked  to  provide  quality  primary  medical  care. 
Approximately  90  percent  of  all  osteopathic  physicians  are  currently  engaged  in  the 
delivery  of  primary  care  services,  striking  evidence  of  the  significant  contribution  the 
osteopathic  profession  has  made  to  meeting  the  national  goal  of  making  medical  care 
available  to  all  Americans. 

In  a  similar  manner  osteopathic  physicians  have  been  instrumental  in  assuring  access 
to  care  for  persons  living  in  geographical  areas  experiencing  chronic  health  manpower 
shortages.  The  traditional  emphasis  of  osteopathic  medicine  on  family/general  practice 
in  the  medically  underserved  regions  of  this  nation  is  perhaps  the  only  systematic 
effort  in  the  private  sector  toward  this  goal  ever  undertaken.  The  osteopathic  profession 
currently  deploys  67  percent  of  its  manpower  in  the  nation's  largest  and  smallest 
communities,  the  areas  of  greatest  need:  50.5  percent  in  communities  of  50,000  or 
less  and  16.9  percent  in  communities  of  500,000  or  more. 

Another  area  of  national  concern  —  the  rising  cost  of  health  services  —  has  likewise 
been  a  matter  of  importance  to  osteopathic  physicians  in  terms  of  their  practice 
patterns  and  hospital  utilization.  The  profession's  continuing  emphasis  on  community- 
based  ambulatory  care  as  the  preferred  locus  of  treatment  has  over  the  years  perpetuated 
a  model  of  efficiency  and  cost-effectiveness. 

In  short,  osteopathic  medicine  has  demonstrated  a  record  of  responsiveness  to  national 
health  care  needs  and  goals  long  before  they  were  articulated  in  federal  policy,  and 
over  the  years  has  developed  considerable  expertise  in  assuring  all  Americans  access 
to  timely,  pertinent,  quality  primary  health  care. 

Many  of  our  successes  can  be  directly  attributed  to  the  impact  of  P.L.  94-484.  Lacking 
the  impetus  of  federal  assistance,  it  is  doubtful  our  colleges  could  have  embarked 
upon  the  dramatic  development  and  expansion  efforts  necessary  to  address  the  acute 
geographical  and  specialty  maldistribution  problems  which  still  characterize  health  care 
in  this  country.  We  have  watched  with  growing  frustration  repeated  attempts  to  erode 
or  eradicate  precisely  that  federal  support  which  has  made  possible  many  of  the  most 
significant  and  effective  responses  by  the  health  professions  educational  community  to 
national  health  priorities. 

It  would  bi  disingenuous  of  us  to  ignore  the  straitened  nature  of  the  federal  budget 
now  under  consideration,  or  to  minimize  the  importance  of  exercising  selective  fiscal 
restraint  in  setting  federal  expenditures  for  health  professions  education,  as  for  all 
other  aspects  of  the  economy.  However,  opponents  of  such  support  are  equally 
disingenuous  in  supposing  that  by  taking  the  proverbial  meat-ax  to  those  programs 
currently  funded  under  P.L.  94-484  significant  and  in  some  cases  ircversible  damage 
will  not  be  done  to  the  scope  and  quality  of  training  programs.  The  false  economy 
of  an  indiscriminate  approach  to  fixing  programs  and  authorizations  is  all  too  readily 
apparent.  Hot  only  will  the  functional  capabilities  of  the  health  professions  schools 
be  seriously  impaired,  but  as  tuitions  are  forced  upward  to  compensate  for  lost  federal 
funding,  students  will  be  driven  even  more  deeply  into  debts  which  they  wil1  have  to 
meet  through  higher  patient  charges.   Thus,  while  the  short-term  impact  of  a  massive 
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retrenchment  in  federal  assistance  will  disadvantage  educational  programs  and  faculties 
the  long-range  consequences  are  more  far-reaching,  potentially  affecting  every  health 
care  consumer  by  pushing  the  cost  of  services  well  beyond  current  limits. 

The  following  remarks  highlight  those  programmatic  and  conceptual  areas  of  particular 
importance  to  the  osteopathic  educational  community:    student  financial  assistance 

ir^thT^K  *ducA<;on.  '"Ulty  development,  and  primary  care  training 

at  both  predoctoral  and  postdoctoral  levels. 
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L   STUDENT  ASSISTANCE 


Federally-supported  student  assistance  programs  have  been  highly  successful  mech- 
anisms for  assuring  the  availability  of  an  adequate  practitioner  supply  while  permitting 
students  to  enter  the  health  manpower  work  force  regardless  of  economic  status. 
During  the  academic  year  1979-80  nearly  one-third  of  all  osteopathic  students 
participated  in  federal  scholarship  programs,  and  more  than  90  percent  were  recipients 
of  federally  guaranteed  or  subsidized  loans.  Without  such  support  student  debt  loans 
-  and  with  them,  health  care  costs  -  will  skyrocket,  and  economics  rather  than  talent 
will  determine  the  composition  of  the  student  pool,  to  the  detriment  of  both  oualiiy 
and  equality  of  opportunity.  J 

We  advocate  a  pluralistic  mix  of  scholarship,  subsidized  loan,  and  conventional  loan 
programs  which  will  enable  students  to  elect  the  method  of  financing  their  education 
moat  compatible  with  their  individual  economic  circumstances.  We  are  particularly 
supportive  of  the  following  initiatives. 

A-   National  Health  Service  Corpe;  NBSC  Scholarship  Program 

The  National  Health  Service  Corps  and  its  scholarship  program  have  been  extremely 
effective  in  channeling  students  into  geographical  and  specialty  shortage  areas  while 
minimizing  economic  discrimination.  Consistent  with  osteopathic  medicine's  traditional 
emphasis  on  community-based  practice,  a  disproportionately  large  number  of  osteopathic 
students  are  currently  recipients  of  NHSC  scholarships  or  practicing  members  of  the 
Corps;  and  the  NHSC  scholarship  program  has  proved  a  student  support  mechanism 
singularly  appropriate  to  the  practice  pattern  of  the  majority  of  osteopathic  physicians 
We  are  therefore  considerably  distressed  at  the  proposed  phasedown  of  the  NHSC 
scholarship  component  underlying  its  transfer  to  Title  mr  for  a  significant  reduction 
n  corps  Held  strength  to  save  dollars  in  the  short  term  will  more  than  likely  result 
in  severe  practitioner  shortages  in  underserved  areas  for  many  years  to  come.  Moreover, 
given  the  proposed  elimination  of  the  scholarship  program  for  exceptionally  financially 
needy  students,  the  Corps  represents  the  only  other  funding  alternative  available  to 
many  individuals  in  this  category.  Any  reduction  in  the  scholarship  program  will 
inevitably  affect  this  most  needy  population  first  and  most  severely. 

A  second  problem  in  transferring  Sections  751-757  intact  involves  perpetuation  of  the 
three-year  limitation  on  deferrals  for  graduate  medical  students  under  Section  752  <b) 
(5)  CA)  of  current  law,  a  requirement  which  discriminates  against  osteopathic  medical 
education.  AU  osteopathic  students  are  required  to  undertake  a  one-year  rotating 
internship  in  addition  to  any  residency  program  they  may  elect  to  pursue,  thus  effectively 
extending  their  graduate  training  to  four  years  rather  than  the  three  common  to 
allopathic  education.  The  need  to  accommodate  this  unique  feature  of  the  osteopathic 
«fccational  model  was  recently  addressed  through  the  addition  of  language  providing 
for  Secretarial  discretion  in  granting  deferrals  exceeding  three  years  under  The  Nurse 

T^/I!l??w^meIldmentS  °f  i97V  P'L-  96"76»  Section  202'  and  more  recently  in  Section 
Z05WMJCB)  of  H.R.  2004,  which  extends  to  four  years  the  deferral  option  under  the 
HEAL  program.  We  trust  that  this  problem  can  be  resolved  in  the  language  of  the 
new  law  rather  than  through  post  facto  amendment. 
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B.  Health  Professions  Student  Loan  Program 

We  are  highly  supportive  of  the  retention  of  the  Health  Professions  Student  Loan 
Program,  the  most  demonstrably  successful  health-oriented  federal  loan  program  now 
in  operation.  This  program,  the  most  popular  of  the  student  assistance  options  under 
current  law,  has  just  begun  to  recapitalize  on  the  basis  of  loan  repayments,  and  early 
indications  point  to  an  unusually  low  default  rate  Cess  than  2  percent).  However,  the 
absence  of  a  new  authorization  will  create  an  insurmountable  hardship  for  recently- 
established  schools  which,  o\ie  to  the  lack  of  a  payback  reserve,  do  not  have  adequate 
funds  to  rollover  into  new  loans.  We  recommend  two  solutions:  0)  provide  a  seed 
authorization  for  formula  distribution  to  new  schools  only,  or  (2)  recall  all  federal 
HPSL  funds  and  reapportion  them  on  a  formula  basis  to  all  schools.  The  extension  of 
a  proven  loan  program  such  as  this  to  every  health  professions  educational  institution 
on  a  equitable  basis  must  be  viewed  as  a  priority  if  freedom  of  career  choice  regardless 
of  economic  status  is  to  be  assured. 

C,  Health  Education  Assistance  Loan  Program 

Continuation  of  the  HEAL  program  at  borrowing  ceilings  consistent  with  actual 
educational  cost  is  welcome,  and  we  predict  greatly  expanded  utilization  of  this  program 
by  health  professions  students  in  the  coming  years.  Regrettably,  however,  the 
reauthorization  proposal  as  articulated  in  S.  799  fails  to  address  the  three-year  deferral 
limitation  for  graduate  study  under  P.L.  94-484  (Section  731  (a)(2)(C)0i).  As  in  the 
case  of  the  NHSC  scholarship  program,  a  threeyear  deferral  fails  to  accommodate  the 
rotating  internship  required  of  all  osteopathic  students.  An  extension  of  the  deferral 
period  to  four  years  would  remedy  the  discriminatory  focus  of  current  law  and  by 
allowing  the  majority  of  osteopathic  students  to  complete  their  residency  training 
before  entering  upon  a  loan  repayment  program. 


In  the  past  Congress  has  provided  support  to  institutions  educating  health  professionals 
to  encourage  the  production  of  additional  manpower  to  meet  national  needs.  These 
flexible,  nonprogrammatic  funds  have  been  used  to  insure  the  continuity,  quality,  and 
responsiveness  of  health  professions  education  to  federal  goals,  and  have  been 
instrumental  in  holding  tuition  costs  to  the  lowest  possible  level  consistent  with  the 
maintenance  of  institutional  viability.  This  last  point  is  particularly  important,  for 
higher  tuition  will  inevitably  lead  to  higher  patient  care  costs  when  students  enter 
practice  and  begin  to  repay  their  educational  debts.  Moreover,  significant  tuition 
increases  will  effectively  preclude  disadvantaged  students  from  entering  careers  in  the 
health  professions,  thereby  imposing  discriminatory  economic  constraints  on  the 
composition  of  the  practitioner  pool. 

With  respect  to  osteopathic  medical  education  there  are  other  problems  as  well.  Several 
new  osteopathic  colleges  have  arisen  in  response  to  the  discrete  demand  for  distinctively 
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osteopathic  care  and  the  general  demand  for  additional  primary  care  physicians.  Many 
of  these  new  schools  depend  on  institutional  support  to  offset  some  portion  of  the 
unusually  heavy  expenses  incurred  during  the  developmental  phase  of  an  institution's 
life.  The  established  osteopathic  colleges  are  also  uniquely  in  need  of  this  form  of 
assistance,  for  unlike  most  health  professions  schools,  the  majority  of  them  are  not 
attached  to  large  educational  complexes  whose  shared  resources  help  hold  operational 
costs  to  a  minimum.  Likewise,  because  our  schools  concentrate  on  preparing  primary 
care  physicians  to  enter  practice  at  the  earliest  opportunity,  their  research  component 
—  and  its  attendent  benefits  relative  to  the  acquisition  of  permanent  facilities,  faculty, 
and  overhead  offsets  —  is  necessarily  limited.  These  colleges  rely  heavily  on  the 
flexible  nature  of  institutional  support  to  assist  them  in  initiating  creative  programs 
in  nutrition  education,  patient  education,  remote-site  training,  and  similar  educational 
activities  consistent  with  federal  goals. 

Our  schools  have  been  actively  seeking  alternative  sources  of  income  to  counterbalance 
the  expected  reorientation  of  federal  priorities  away  from  this  type  of  support.  However, 
this  process  has  been  slow  and,  given  the  critical  state  of  the  American  economy,  too 
often  without  tangible  issue.  Additional  time  and  a  continued,  if  reduced,  federal 
commitment  to  institutional  fune\ng  are  needed  if  the  health  professions  schools  are 
to  free  themselves  of  federal  dependency  in  this  area.  We  believe  institutional  core 
support  should  be  continued,  but  we  also  realize  that  Congress  may  wish  to  effect 
significant  changes  in  both  the  direction  and  scope  of  such  support.  We  therefore 
recommend  that  if  current  funding  is  to  cease,  withdrawal  of  the  federal  presence 
should  be  accomplished  in  a  phased  manner  so  as  to  minimize  the  disruption  which 
termination  of  these  funds  will  inevitably  cause.  In  this  regard  it  would  be  both  useful 
and  relevant  to  undertake  an  impact  study  under  Section  107(c)(3)  of  this  bill  to 
determine  the  effect  of  eliminating  such  support  upon  institutional  stability,  curricular 
scope,  content  and  quality,  faculty  recruitment  and  retention,  and  student  charges  and 
services.  Health  professions  educational  institutions  are  national  resources  deserving 
of  national  support,  preferably  through  a  program  which  recognizes  colleges  having  a 
proven  record  of  producing  primary  care  practitioners,  and  which  encourages  schools 
not  having  such  a  record  to  revise  their  curricula  accordingly.  We  stand  ready  to 
work  with  this  Subcommittee  to  develop  a  mechanism  which  will  assure  needed  core 
support  while  simultaneously  reinforcing  the  goal  of  educating  more  primary  care 
pracitioners  to  serve  the  needs  of  the  American  people. 


in.    SPEC7AL  PROJECTS 


A.    Pamily  Medicine 

We  are  delighted  to  find  included  in  S.  799  a  provision  extending  grants  to  departments 
of  family  medicine,  and  to  note  therein  language  authorizing  projects  to  improve 
administrative  academic  units  already  in  place.  To  insure  that  existing  depts  receive 
an  adequate  share  of  funds  under  this  program,  we  recommend  that  report  language 
be  drafted  so  as  to  emphasize  the  Congressional  intent  to  distribute  these  funds 
equitably  for  the  improvement  of  current  programs  as  well  as  the  creation  of  new 
ones. 
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B.  Training  GrtnU  in  Family  Medicine,  General  Internal  Medicine,  and  General 
Pediatrics 

While  we  are  pleased  that  S.  799  recognizes  the  need  to  augment  the  production  of 
primary  care  practitioners  to  offset  current  and  projected  manpower  shortages,  we  are 
dismayed  to  observe  an  overwhelming  bias  in  favor  of  graduate  education.  As  has 
already  been  noted,  osteopathic  physicians,  over  90%  of  whom  are  primary  care 
practitioners,  are  trained  under  a  didactic  model  which  delivers  the  bulk  of  its  academic 
and  clinical  education  in  general  practice  at  the  predoctoral  level.  In  combining 
predoctoral  primary  care  training  and  faculty  development  under  a  single  authorization, 
the  two  components  geared  specifically  toward  undergraduate  medical  education  are 
effectively  pitted  against  each  other  in  a  zero-sum  game  from  which  neither  can 
benefit  except  at  the  expense  of  the  other.  Internship  and  residency  programs  are 
not  similarly  handicapped,  an  inequity  made  more  trenchant  by  the  considerable  disparity 
between  the  $26  million  authorized  for  graduate  training  and  the  $6  million  allocated 
to  both  predoctoral  and  faculty  development  programs.  The  importance  of  adequate 
support  for  both  these  activities  is  self-evident;  what  should  be  emphasized  here  is 
that  funds  authorized  for  these  purposes  will  ultimately  benefit  aU  medical  students, 
not  merely  the  few  who  choose  to  undertake  residencies  in  primary  care  specialities. 
We  urge  the  Committee  to  create  separate  authorizations  for  predoctoral  and  faculty 
development  programs  (Subsections  (3)  and  (4)  respectively),  and  to  adjust  the 
disproportionately  large  authorizations  for  postgraduate  programs  to  reflect  a  more 
equitable  distributor  of  funds  for  undergraduate  as  well  as  graduate  medical  education. 

With  respect  to  Subsection  (3)  in  particular,  we  are  fearful  that  the  "plan,  develop, 
and  operate"  language  implies  that  new  programs  alone  are  eligible  for  funding,  and 
that  projects  designed  to  maintain  or  improve  existing  programs  may  be  considered 
ineligible  because  the  planning  and  development,  phases  of  their  operation  have  already 
been  implemented.  We  recommend  that  the  language  of  this  section  be  revised  to 
read,  "plan,  develop,  operate,"  a  distinction  which  would  clarify  the  application  of  this 
provision  considerably.  Relative  to  this  same  section,  we  suggest  expansion  of  the 
"medical  students"  language  to  include  both  "medical  and  osteopathic  students,"  a 
clarification  without  which  osteopathic  institutions  may  be  precluded  from  applying  for 
program  funds. 

C.  Disadvantaged  Assistance 

We  wholeheartedly  endorse  reauthorization  of  the  disadvantaged  assistance  program. 
Although  the  colleges  of  osteopathic  medicine  have  been  consistently  supportive  of 
special  efforts  directed  toward  disadvantaged  students,  the  limited  funding  made 
available  under  this  authority  in  the  past  has  been  insufficient  to  create  the  desired 
effect.  This  stricture  is  especially  severe  in  the  case  of  programs  targeted  at  the 
attraction  and  retention  of  minority  students.  Particularly  in  the  case  of  small  schools 
lacking  affiliation  with  a  large  university  s>stem,  the  availability  of  faculty  to  provide 
the  necessary  counseling,  remedial,  and  socialization  support  cannot  be  guaranteed 
without  increased  access  to  the  requisite  funding.  In  the  absence  of  one  or  more 
full-time  staff  members  committed  solely  to  overseeing  the  various  aspects  of  the 
proposed  program,  responsibility  for  operating  it  will  devolve  upon  staff  members 
already  overworked,  with  predictably  dissatisfying  results. 
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Despite  chronic  underfundinC,  programs  such  as  the  Health  Careers  Opportunities 
rTogram  (HCOP)  have  managed  to  produce  impressive  results.  Through  a  HCOP  grant 
the  American  Association  of  Colleges  of  Osteopathic  Medicine  has  established  an  Office 
of  Special  Opportunities  (0S0)  to  increase  the  representation  of  ethnic  disadvantaged 
students  in  colleges  of  osteopathic  medicine.  Administered  in  cooperation  with  a 
consortium  composed  of  the  fifteen  colleges  of  osteopathic  medicine,  the  program 
provides  a  variety  of  services  to  individual  schools  to  stimulate  local  initiatives  such 
as  undergraduate  recruitmpnt,  summer  preceptorships,  pre-  and  post-admission  academic 
reinforcement  and  peer  counseling.  Through  the  0S0  a  national  osteopathic  career 
information  service  has  been  made  available  to  students,  counselors,  and  advisors  at 

52tl«!E^  7  K^f*^0™1  leVeb-  A  reCent  review  of  aP?llcant  and  enrollment 
statistics  for  our  schools  indicates  a  significant  positive  demographic  shift,  attributable 
in  large  measure  to  HCOP's  role  in  assisting  osteopathic  institutions  to  recruit  and 
retain  minority  students.  The  percentage  of  minority  applicants  to  colleges  of 
osteopathic  medicine  has  risen  from  4.5%  in  1975  to  more  than  9%  in  1981.  First-year 
enrollments  of  minorities  have  likewise  increased,  from  5.7%  in  1975  to  6.8%  in  1980, 

The  HCOP  approach  clearly  works;  but  if  minority  recruitment  and  retention  activities 
are  to  register  more  than  token  gains,  federal  participation  must  be  augmented.  The 
$18  million  authorization  proposed  in  S.  799  is  insufficient  even  to  meet  current 
commitments,  much  less  provide  for  increased  activity.  As  it  is  estimated  that  increases 
over  the  current  $19.5  appropriation  of  $4  million  and  $6  million  respectively  will  be 
required  to  maintain  the  current  level  of  effort  during  FY  1983  and  FV1984  we 
recommend  raising  the  proposed  authorization  levels  to  $20  million,  $23,5  million'  and 
$25,5  million  for  the  next  three  fiscal  years. 

D.    Remote-Site  Training 

We  are  deeply  disappointed  that  S.  799  fails  to  include  meaningful  support  for  predoctoral 
clinical  training  in  areas  remote  from  the  main  campus,  particularly  those  located  in 
medically  underserved  areas.  One  factor  responsible  for  the  marked  success  of 
osteopathic  medicine  in  attracting  and  retaining  practitioners  m  underserved  com- 
munities has  been  the  exposure  of  students  early  and  repeatedly  during  their  clinical 
training  to  practice  in  remote-site  ambulatory  settings;  yet  to  date  little  federal  support 
has  been  forthcoming  for  this  training  modality.  While  we  are  appreciative  of  the 
attempt  embodied  in  Section  782  to  provide  for  placement  of  students  with  preceptors 
in  the  field,  the  thrust  of  this  section  is  clearly  toward  the  provision  of  support  services 
and  not  toward  the  creation  of  clinical  experiences  congruent  with  the  fundamentally 
educational  goals  and  objectives  of  this  legislative  proposal.  Moreover,  many  of  the 
support  services  covered  by  this  provision  are  already  available  to  members  of  the 
National  Health  Service  Corps  and  individuals  who  have  elected  the  NHSC  private 
practice  option  under  Title  in  of  the  Public  Health  Service  Act,  This  potential 
duplication  of  services  seems  unaccountably  wasteful,  particularly  when  the  predoctoral 
clinical  (i.e.,  educational)  component  of  the  proposal  has  been  granted  only  the  most 
token  recognition,  3 

During  the  96th  Congress,  both  S,  2144  and  later  S,2375  as  finally  approved  by  the 
Committee  on  Labor  and  Humao  Resources  contained  a  provision  Section  784  of  S 
2375)  which  spoke  effectively  to  the  need  to  provide  remote-site  training  as  well  as" 
support  services  ,n  underserved  areas,  (Appendix  A)  As  it  appears  in  S.  799,  only 
the  latter  half  of  that  original  proposal  -  the  subsection  dealing  with  support  services 
-  has  been  adopted.  We  urge  you  to  reintegrate  the  missing  component  of  that  earlier 
provision,  directed  specifically  toward  remote-site  training  support,  into  S.  799, 
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Such  8  provision  is  clearly  educational  in  nature,  und  thus  appropriately  within  the 
scope  of  health  professions  education  reauthorizing  legislation.  Remote-site  training 
support  will  enhance  the  production  of  primary  care  physicians,  particularly  for  practice 
In  underserved  areas,  assist  schools  in  their  transition  away  from  dependence  upon 
capitation  funding,  and  encourage  increased  use  of  community-based  facilities  for 
training  and  service  delivery.  The  proposal  has  an  established  and  approved  legislative 
history,  and  a  rationale  amply  provided  in  report  language  accompanying  S.  2375 
(Appendix  B).  Finally,  the  proposal  is  reasonable,  given  the  thrust  of  S.  799  toward 
alleviating  primary  care  maldistribution  problems,  and  is  easily  implemented  and 
administered.  While  remote-site  training  is  unquestionalby  a  cost-effective  activity 
both  in  terms  of  providing  direct  services  in  shortage  areas  and  developing  practitioners 
interested  in  making  a  long-term  career  commitment  to  this  type  of  practice,  it  will 
require  federal  assistance  if  it  is  to  continue  to  grow. 

E-   Area  Health  Education  Centers 

As  a  condition  of  eligibility  for  AHEC  status  under  current  law  (Section  781(d)(2)(A), 
each  qualifying  center  must  enroll  at  least  six  individuals  in  a  family  medicine  or 
general  internal  medicine  residency  program.  This  provision  fails  to  recognize  the 
unique  primary  care  training  emphasis  of  the  predoctoral  osteopathic  curriculum. 
Because  the  necessity  of  completing  a  residency  in  famil>  medicine  or  general  internal 
medicine  is  largely  obviated  by  the  heavy  emphasis  on  primary  care  education  in  the 
undergraduate  program  and  during  the  required  rotating  internship,  relatively  few 
osteopathic  physicians  undertake  further  postdoctoral  training  in  these  areas  unless 
they  are  interested  in  an  academic  career.  The  osteopathic  family  medicine  residency 
program  is  a  recent  innovation,  still  in  its  developmental  phase  and  consequently 
enrolling  only  a  small  number  of  participants  at  this  time.  To  require  of  osteopathically 
affiliated  programs  the  same  level  of  quantitative  compiicnce  as  allopathic  programs 
clearly  discriminates  against  an  alternate  but  equally  valid  training  model.  We  propose 
that  in  order  to  rectify  the  fundamental  inequity  of  the  law  as  currently  constituted 
the  numerical  requirement  relative  to  primary  care  residencies  be  waived  in  the  case 
of  an  AHEC  affiliated  with  an  osteopathic  college. 

F.    Curriculum  Developm  -nt 

Curriculum  development  activities  supported  under  Section  788(d)  have  pro/ed  perhaps 
the  single  most  cost-beneficial  program  under  P.L.  94-484,  assuring  the  continued 
flexibility  and  relevance  of  medical  education  for  a  relatively  small  federal  investment 
while  helping  the  health  professions  schools  expand  their  academic  capabilities  in  areas 
relevant  to  national  needs.  Since  its  inception  the  program  has  generated  many 
innovative  advances  in  medical  education  and  practice,  despite  minimal  appropriations. 
The  failure  to  reauthorize  this  invaluable  program  within  the  context  of  S.  /99  is  thus 
particularly  disappointing,  as  there  continues  to  exist  a  demonstrable  need  to  encourage 
curriculum  expansion  in  nutrition,  geriatrics,  humanistic  medicine,  the  ethical 
implications  of  biomedical  research,  rr  icxiologjes  of  cost-effective  medical  practice, 
and  a  variety  of  other  issues  of  national  concern.  We  are  most  supportive  of  continuing 
the  788(d)  program,  and  hope  to  find  such  a  provision  incorporated  in  S.  799  in  its 
final  form. 
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^^mZZtZw"  °*  COmm[ittes  COnsider»tion      the  following  textu.1 


ncau+i  TITLE 

SECTION  S.  799 

RBOCMGCtATKKS 

H»*J:h  Professions  Dau 

Authoriie  study  to  determine  impmci  of 
capitation  withdrawal  on  health  professions 
educational  institutions. 

HOC  Scholarships 

7SI  •  7S7 

Continue  at  present  levels;  extend  deferral 
for  graduate  study  to  four  year. 

W5L 

741  ff. 

Provide  seed  authorization  for  new  schools* 
or  recall  and  redistribute  available  loan 
funds* 

f£AL 

731(a)(2)  (1) 

Extend  deferral  for  graduate  study  to  four 

Capitation 

770 

Reauthorize  with  three. year  phased**.. 

Family  Madlclne  Depmrtnents 

710 

Include  report  language  emphasizing  need  to 
insure  improvement  In  quality  of  existing 
program  as  well  as  creation  of  new  program. 

Family  Medicine/General 
Internal  Medicine/General 
Pediatrics  Training 

784 

Separate  authorizations  for  predoctorml 
program  and  faculty  development ;  revise 
language  of  Subsection  (3)  to  read:  "plan, 
develop,  or  operate  teaching  programs  for 
medical  tnd  osteopathic  students.'*  ttc. 

Disadvantaged  Assistance 

717 

Increase  author!  tut  ion  to  $20/23. S/2S.S 
million  for  FY19I2  *  19S4  respectively. 

Remote- Site  Training 

712 

Authorize  reaote*site  predoctoral  training 
program. 

Oiirlculiai  Development 

7M(d) 

Reauthorize,  ideally  as  separate  line  item. 

AHECs 

711(d)(2)(A) 

Delete  family  medicine/general  internal 
medicine  residency  requirement  for  AHBCs 
affiliated  with  osteopathic  colleges. 

%J?»m?  ^ff3  !!  the\  ^altl)  Professions  education  community,  the  colleges  of 
tte  £h hJcftfmedicinc  h»ve  been  disheartened  by  the  inexplicably  punitive  attitude  on 

,  m<\  mtmb*n  of  Congress  and  the  Administration  toward  federal 
participation  in  health  manpower  training  programs.  In  acknowledging  the  validity  of 
L^i™?  ^J01*  ln  heftlth  ^tion,  S.  799Vmbodi«  a  welcome 

?!   lHL  nmcntal-academic    Partnership    through    which  health 

H^^J^in^L^6  10  IeV^  °f  and  outPut  ^retofore  unknown. 

'  /^Jnd»crimInate  erwure  of  many  programs,  and  the  crippling  by  token 
fading  of  others  as  proposed  here,  will  without  question  be  detrimental  to  the 
educational  process.  We  urge  the  Committee  to  revise  S.  799  in  such  a  way  as  to 
^.7<La,.?>mPrehfnS!e  l"***?  commitment  to  training  the  individuals  who  will 
oeiiver  health  care  to  the  American  people  for  many  years  to  come. 
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Appendix  A 


(p  Section  784  is  amended  to  read  as  follows: 
"REMOTE  SITE  TRAIXIXO  AND  SUPPORT 
SERVICES  Iff  UN  DEBS  EM  VED  AREAS 

"Src  784.  (a)(2)  The  Secretary  may  make  grants  to 
and  enter  into  contracts  with  schools  of  medicine,  osteopathy, 
dentistry,  veterinary  medicine,  optometry,  podiatry,  or  phar- 
macy, or  other  appropriate  public  or  nonprofit  private  enti- 
ties, to  assist  such  schools  or  entities  in  meeting  the  costs  of 
projects  to  provide  clinical  training  to  students  of  such 
schools  in  areas  that  are  geographically  remote  from  the  main 
site  of  the  teaching  facilities  of  the  school  and  that  are  in 
areas  in  which  medically  underserved  populations  reside. 

"(2)  Yo  grants  or  contracts  under  this  section  shall  be 
made  to  carry  out  a  project  in  an  area  health  education 
center  that  is  receiving  funding  under  section  781.  In  carry, 
ing  out  this  subsection,  the  Secretary  shall  give  special  con- 
sideration to  projects  at  schools  which  have  not  received  sup- 
port under  section  781. 

"(b)(1)  The  Secretary  may  make  gran's  to  and  enter 
into  contracts  with  schools  of  mtdicine,  osteopathy,  dentistry, 
veterinary  medicine,  optometry,  podiatry,  pharmacy,  or  other 
oppropriate  entities  to  assist  in  meeting  the  costs  of  planning, 

establishing,  and  operating  projects  to  provide  support  un- 
ices to  health  professionals  practicing  in  health  manpower 
shortage  areas  (designated  under  section  332).  Such  support 
services  may  include  continuing  education,  relief  services, 
specialist  referral  services,  and  placement  of  students  in  a 
preceptorial  relationship  with  the  practitioner. 
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"(2)  No  grant  may  be  made  to  or  contract  entered  inlo 
with  an  entity  under  paragraph  (1) — 

"W  unless  the  entity  agrees  to  provide  support 
services  to  any  physician,  dentist*  veterinarian,  optom- 
etrist, podiatrist,  or  pharmacist  (as  appropriate  to  the 
category  of  health  professionals  proposed  to  be  served 
by  the  grant  or  contract)  who  requests  such  services 
within  the  health  manpower  shortage  area  proposed  to 
be  .served,  including  any  member  of  the  National 
Health  Service  Corps  or  any  member  of  a  service  pro- 
gram of  health  professionals  who  received  a  scholarship 
from  funds  appropriated  under  section  7SSB(c);  or 

"(B)  to  carry  out  activities  required  to  be  carried 
out  under  section  78 1 

"(3)  Not  more  than  20  percent  of  the  funds  available  to 
carry  out  this  subsection  may  be  used  by  the  Secretary  to 
fund  eligible  recipients  to  carry  out  research  relating  to  ihe 
support  needs  of  practitioners  in  health  manpower  shortage 
areas,  nor  shall  met  than  40  percent  of  such  funds  be  used 
to  provide  conttnuing  education. 

"(c)  There  are  authorized  to  be  appropriated  to  carry  out 
the  provisions  of  this  section  $4,000,000  for  the  fiscal  year 
ending  September  30,  1982,  $4,600,000  for  the  fiscal  year 
ending  September  30,  1983,  and  $4,900,000  for  the  fiscal 
year  ending  September  30,  1984.  " 
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Appendix  B 


liemote  Site  Training  and  Support  Services  in  linden* rvtd 
\rta$,— The  Committee  is  atuciovs  to  stimulate  further  growth  in 
training  programs  for  health  professionals  conducted  in  underserved 
areas.  The  Committee  believes  that  these  decentralized  educational 
programs,  if  properly  implemented,  can  provide  health  professions 
students  with  important  knowledge  and  attitudes  so  that  they  will 
provide  community  responsive  health  care.  Hopefully,  students  who 
have  received  a  portion  of  their  training  in  such  settings  can  become 
acclimated  to  providing  health  care  less  dependent  on  the  tertiary 
resources  available  in  academic  health  science  "centers.  This  acclima- 
tion, may,  in  turn,  encourage  students  to  consider  careers  of  service  to 
the  underserved.  An  additional  benefit  to  the  provision  of  clinical 
education  in  geographically  remote  sites  where  underserved  popula- 
tions reside  is  an  increase  m  the  availability  of  practitioners  just  by 
virtue  of  the  conduct  of  these  educational  program.  Faculty,  associated 
health  professionals,  and  staff  will  more  than  likely  be  located  in  such 
areas  in  order  to  conduct  *he  contemplated  educational  programs.  This 
migration  has  been  witnessed  in  the  initiation  of  a  number  of  area 
health  education  centers.  Although  the  faculty  is  available  for  teach- 
ing students,  they  are  also,  in  the  clinical  setting,  treating  patients. 
Once  the  critical  mass  of  health  professionals  is  located  in  a  previously 
underserved  area,  they  may  well  attract  other  professionals,  as  several 
st u  d  its  have  demonstrated. 

As  important  as  attracting  health  professionals  to  underserved  areas 
is  keeping  them  there.  Professional  isolation  has  been  cited  as  one  of 
the  reasons  why  health  professional?  will  nnt  remain  in  communities 
in  which  there  are  few  colleagues.  Consultation  and  referral  services, 
students  educational  programs,  locum  tenens  and  continuing  education 
programs  may  all  asssst  in  creating  a  professional  environment  attrac- 
tive to  health  providers. 

Therefore,  the  Committee  has  provided  new  authority  for  the  sup- 
port of  clinical  training  programs  in  areas  that  are  geographically  re- 
mote from  the  main  teaching  facilities  of  the  schools  and  that  are  med- 
ically underserved.  Tne  Committee  bill  also  authorizes  funding  for 
the  prov  ision  of  support  services  to  health  professionals  who  are  prac- 
ticing in  health  manpower  shortage  areas.  Because  area  health  edu- 
cation centers  supported  under  Section  7S1  are  to  carry  out  such 
activities  in  order  to  receixe  support  under  that  authority,  the  Com- 
mittee has  precluded  Mich  centers  irom  receiving  support  under  Sec- 
tion 78*  concurrentlv.  The  Committee  expects  the  Secretary  to  give 
priority  to  those  projects  which  will  conduct  clinical  education  pro- 
grems.'and  provide  support  services  to  piofe>sionals,  in  undeserved 
areas  unlikely  to  be  serxed  b>  an  area  health  education  center  in  the 
forseeable  future.  The  new  authoritv  under  section  7S4  constitutes  a 
recognition  that  two  important  functions  served  by  AHEC;  that  is, 
remote  site  training  and  support  services  to  practitioners,  are  worthy 
of  encouragement  in  their  own  n^ht.  e\en  apart  fiom  the  comprehen- 
sive accomplishments  achieved  bv  AlfECs. 
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TESTIMONY 
OF  THE 

AMERICAN  COLLECE  OF  NURSE-MIDWIVES 


1.  A  certified  nurse-midwife  is  sa  Individual  educated  In  the  tvo  disciplines 
of  nursing  and  midwifery,  who  possesses  evidence  of  certification  according 
to  the  requirements  of  the  American  College  of  Nurse-Midwlves. 

2.  All  certified  nursc-mldwlves  sre  nurses  who  have  completed  m  sccredlted 
program  of  education  In  s-idwlfery.  st  least  15  of  vhich  are  funded  by  the 

Nurse  Tralnln*  Act.  fro*  both  Nurse  Practitioner  and  Advanced  Nurse  Training  funds. 

3.  Nu-se-midwives  have  been  In  the  U.S.  since  1925  and  have  Increased  rspldly 
In  the  last  twenty  years  because  the  federal  government  and  chlldbearlng 
families  support  nurse-mldwlf «ry  care. 

4.  The  federal  government  has  *  long  history  of  support  for  nurse-aldwlf ery 
education  and  practice  and  nurse-mldwives  sre  sn  lntegrsl  part 

of  many  health  care  projects  for  the  aedlcslly  Indigent. 

5.  Nurse-mldwlves  have  a  demonstrsted  sblllty  to  reduce  Infant  morbidity  and 
mortality  and  Improve  pregnancy  outcome. 

6.  Nurse-midwifery  care  has  been  shown  to  be  coat  effective  for  a  vsrlety  of 
reasons. 

7.  Nurse-midwifery  educstlon  programs  are  plsxming  to  become  flnanclslly 
self-sufficient  but  will  need  further  federal  help;  consldersble  physician 
resistance  to  expansion  of  nurse-midwifery  services  hinders  these  plans. 

8.  The  A-erlcsn  College  of  Nur9e-Mldwlv„  suggests  that  funding  nurse-midwifery 
eduction  1.  *  vi.e  Investment  for  the  U.S.  Congress  and  offers  sever.l 
recordation,  tor  continuing  federal  support  for  nurse-aidwifery  education. 


April  15.  1980 

Coimittee  on  Labor  and  Human  Resources 
U.S.  Senate 
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The  American  College  of  Nursc-Mldwives  (ACKM)   is  che  professional 
organization  of  Certified  Nnrsc-Mtdwlves   (CNMs)   in  Che  United  States, 
representing  85X  of  all  CXMs.     The  ACNM  is  autonomous  froa  all  other 
professional  organizations  And  speaks  for  Its  membership  on  all  issues 
affecting  Che  practice,  education,   recognition,   legislation  and  economics 
of  nursc-aldvif ery.     The  ACKM  collaborates  with  other  professional  groups 
which  share  ics  primary  concern  of  quail Cy  paternal  and   Infant  health  care 
for  u  oca  en  and  babies,   and  is  recognized  as  an  advocate  for  maternal  and 
child  health  Care  issues. 

According  to  the  official  ACS"M  definition.   "A  certified  nursc-aiduife 
is  an  individual  educated  In  the  two  disciplines  of  nursing  and  oiduifery. 
who  possesses  evidence  of  certification  according  to  the  requirements  of 
the  Aaerican  College  of  S'ursc-Mldulves.     Nurse-midwifery  practice  is  the 
independent  managemenC  of  care  of  essentially  normal  newborns  and  uo-oen. 
antepartally.    int rapar t al ly .   pontpartally  and/or  gynecologlca 1 ly .  This 
occurs  within  a  health  care  sysCea  which  provides  for  medical  consul  Cat  ion. 
collaborative  management,  and   referral  and   is   in  accord  with  the  'Functions. 
Standards  and  Qualifications  for  Nurse-Midwifery  Practice*  as  defined  by 
the  AOOi." 

There  are  approximately  2,200  Curse-aidwives  in  the  United  States, 
and    approximately  220  more  graduate  each  year.     MosC  nurse-mi dulves 
practice  in  association  with   institutions  such  as  hospitals,   c! inlcs. 
and  birthing  centers.     A  small  number  offer  home  birth  services.  In 
1976-1977.  rtursc-aidwives  did  approxlaatcly  one  percent  of  all  births 
in  Che  U.S. 

To  become  a  professional  nurse-midwife  In  che  United  States,  one 
must  first  study  nursing,  and  then  usually  practice  nursing  for  one  year  in 
the  field  of  maternal  and  Infant  healch  .     The  future  nurse-aidwlfe  then  applies 
Co  a  nursc-aldwifery  educitlonal  prograa.     Although  all  of  these  prograas  are 
associated  with  siajor  universities,  some  arc  part  of  a  Master's  Degree  prograa. 
and  others  grant  a  certificate  rather  than  a  degree.     5oth  Vinds  of  programs 
offer  nurse-aldwifery  education  which  prepares  the  stude.it  nurse-midwife  for 
clinical  practice.     Students  in  Master's  programs  also  receive  rurther  education 
In  public  health  or  nursing.     Students  "ho  successfully  complete  their  educational 
proA.aas  are  eligible  to  rake  the  American  College  of  Nursc-Midwlves*  certification 
examination.    Those  vho  pans  che  examination  are  certified  as  nurse-nldwl ves  -  CNMs. 
All  nurse-midwifery  programs  are  accredited  by  the  Division  of  Accreditation  of 
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prepares  ths  student  nurse-midwife  for  clinical  practice.    Student*  in 
Master's  program  also  receive  further  education  in  public  health  or 
nursing.    Students  who  successfully  complete  their  educational  programs 
sre  eligible  to  take  the  American  College  of  Nurse-Midwives'  certification 
examination.     Those  who  pass  the  examination  sre  certified  as  nurse- 
■idvives  -  OtMa.    All  nurse-midwi  f ery  programs  are  accredited  by  the 
Division  of  Accreditation  of  the  ACMK. 

Until  the  last  decades  of  the  19th  century,  childbirth  was  in  the 
hands  of  women.    Midlives  practiced  an  art  and  science  passed  from 
woman  to  woman.    Mothers  gave  birth  at  home,  surrounded  by  female 
friends  and_  relatives,  attended  by  a  aidwife  who  usually  was  also  a 
friend  or  relative.    A  number  of  factors,  including  the  rise  of  the 
medlcsl  profession,  the  growth  of  the  public  health  movement,  a  trend 
toward  Halting  family  size,   the  political  vulnerability  of  midwivea 
and  their  clients,  the  high  infant  and  maternal  mortality  rates,  and 
the  severe  decrease  of  immigration  during  and  after  World  War  I,  com- 
bined to  virtually  eliminate  traditional  birth  attendants  and  to  move 
birth  from  the  home  to  the  hospital  by  the  early  1900s.     Maternal  and 
child  health  be cams  a  national  political  issue  when,  during  World  War 
I,  one  third  of  all  men  were  found  physically  unfit  for  military  service 
and  one  half  of  those  were  thought  to  have  suffered  from  poor  maternal 
and  child  care.  This  experience  during  World  War  I  and  the  political 
strength  of  newly  enfranchised  women  brought  about  the  passage  of  the 
Sheppard-Towner  Act  in  1921,  creating  the  first  infusion  of  federal 
dollars  into  maternal  and  child  health  care.     In  1925,  Mary  Breckinridge, 
sn  American  nurse  educated  in  aldwifery  in  England,  established  the 
Kentucky  Committee  for  Mothers  and  Babies.  A  native  Xentucklan,  Mary 
Breckinridge  became  the  country's  first  nurse-midwife  and  the  committee 
became  the  Frontier  Nursing  Service,  providing  care  for  mothers  and 
babies  in  mountainous,  Isolated  Eastern  Kentucky.     Like  the  earlier 
■idwives,  nurse-mldwives  support  the  natural  processes  of  health  birth 
with  watchful  expectancy  and  emotional  support.     Unlike  the  midwife 
of  past  centuries,  the  certified  nurse-midwife  comes  to  her  work  after 
rigorous  education  offered  by  prestigious  universities,  bringing  a 
scientific  b«sls  to  her  practice  and  sn  ability  to  identify  and  respond 
to  deviations  from  the  normal  course  of  childbearlng. 

The  number  of  nurse-mf dwives  increased  slowly  bstieen  1931,  when 
the  Maternity  Center  Association  in  New  York  opened  the  first  nursc-mldwlfery 
education  prograa,  and  1970.     By  1970,  approximately  600  people  had  graduated 
from  U.S.  schools  of  nurse-midwifery.     In  the  last  10  years  the  number  of 
schools  has  doubled  to  more  than  20  and  an  additional  1,600  nurse-mldwlves 
hav*  graduated.     Families'  connltraent  to  prepared  childbirth,  the  assertion 
of  consumers'   rights  and  the  resurgence  of  fctainisa  have  spurred  a  treoendous 
interest  in  nurse-aldwlf ery  care  among  consumers  in  the  last  decade. 
Consumers  are  demanding  cars  which  offers  them  decision-making  power 
and  reasonabls  options  in  childbearlng.     Meticulous  screening  through- 
out pregnancy  and  birth,  combined  with  freely  shared  information  and 
continuity  of  care,  are  the  hallmarks  of  nurse-midwifery  care.  In 
addition,  because  of  the  uniquely  female  nature  of  childbearlng,  some 
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women  seek  nurse-mldwif ery  care  In  order  to  receive  care  from  women. 
In  the  last  20  years,  women  have  acquired  the  education  and  strength 
to  make  Changes  in  the  health  care  system  and  nurse-ratdwi  fery  has  grown 
enough  to  be  able  to  respond  significantly  to  the  demands  women  and 
their  fawllles  make  of  health  care  providers.     Consumers  have  been  most 
vocal  and  ardent     In  their  support  of  nurse-mtdwlf ery. 

Only  since  the  1970' s  have  professional  midwifery  services,  which 
have  long  been  available  to  women  of  all  classes  in  other  countries, 
been  available  to  economically  affluent  women  In  the  United  States.' 
Nursc-mtdwtvet  are  responding  to  Increasing  demands  for  nurse-midwifery 
care  from  affluent  women  by  participating  In  a  variety  of  private  sector 
set  t  Ings. 

The  federal  government  has  a  long  history  of  support  for  nurse- 
mtdwtfery.     Several  federal  agencies  rely  heavily  on  nurse-raldwives  to 
provide  care  In  their  programs  —  the  Indian  Health  Service,  Rural  Health 
Clinics,  the  Maternal  and  Infant  Care  Projects,  the  National  Health 
Service  Corps,  Improved  Pregnancy  Outcome  projects,  Adolescent  Pregnancy 
Projects,   and  the  Army,  Air  Force  and  Navy.     Nurse-midwlves  receive  direct 
reimbursement  for  services  to  military  families  under  the  Civilian  Health 
and  Medical  Program  of  the  Uniformed  Services  (CHAMPUS)  and,  thanks  to 
diligent  work  on  the  part  of  the  members  of  the  House  Interstate  and 
Foreign  Commerce  Committee  and  to  Senator  Daniel   Inouye,  nurse-raldwives 
will  sonn  begin  to  be  reimbursed  for  services  to  Medicaid  clients. 

Several  recent  federal  government  reports  support  nurse-midwifery 
practice.     The  Graduate  Medical  Education  Advisory  Committee's  report 
reconcended  that  nurse-midwlves  be  doing  5  percent  of  all  normal 
deliveries  in  the  United  States  by  1990  and  that  federal  support  for 
nurse-aidwifery  education  remain  at  Its  current  level. 2     The  current 
output  of  educational  programs  is  not  sufficient,   however,   to  meet  that 
goal.  The  report  on  necessary  maternal  and   Infant  health  services  pre- 
pared for  the  Select  Panel   for  the  Promotion  of  Child  Health  focuses 
on  nurse-midwifery  services.  3 

The  General  Accounting  Office's  report,  "Better  Management  and  More 
Resources  Needed   to  Strengthen  Federal  Efforts  to  Improve  Pregnancy  Outcome" 
describes  nursc-mldwivcs *  effectiveness  in  delivering  care  to  low  income 
families.     The  report  observes  that  "although  HEW  has  endorsed  use  of 
nurse-nidwives,  the  Health  Services  Administration  has  not  agrcsslvely 
promoted  use  of  nurse-midwlves  in  Its  programs  " 

The  CAO  recommended  that  "...HEW  encourage  a  greater  use  of  nurse- 
midwife  obstetrician  teams,  help  eliminate  barriers  which  preclude 
nurse-nidwlvcs  from  practicing  in  hospitals,  and  provide  additional 
training  funds  for  nurse-midwlves,  by  giving  such  training  higher  priority 
for  use  of  existing  funds  and/or  seeking  additional  funds  from  Congress.'^ 
HEW  agreed   that  better  training  and  practice  opportunities  are  needed 
for  nurse-midwlves  and  promised  to  convene  a  working  group  of  HEW 
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operating  agenlcea  to  develop  by  March  1980  a  plan  to  promote  greater 
uae  of  nurse-aldwivea.    Thla  plan  has  not  yet  been  developed,  however, 
the  working  group  haa  held  one  meeting  and  two  consul  tat  lona  with  nurse- 
mldwlves. 

The  aafety  of  nurse-midwifery  care  haa  been  well  established.     At  a 
hearing  held  December  18,  1980,  by  the  Subcommittee  on  Oversight  and 
Investigation  of  the  Interstate  and  Foreign  Commerce  Committee,  noted 
epldemiologlat,  C.  Arden  Miller  said,  "All  of  the  studlea  I  know  confirm 
that  the  health  benefits  of  care  as  rendered  by  nurse-mldwlves  stand 
up  to  scientific  scrutiny  exceedingly  well."  He  added  that  many  of  the 
intervention!  routinely  used  In  obstetrics  today  have  been  subjected  to 

a  aclentlflc  scrutiny  which  "  Is  In  many  respects  less  rlgoroua  than 

the  scrutiny  to  which  the  midwife's  services  are  subjected."  ^  A 
considerable  body  of  research  documents  the  safety  of  nurse-midwifery 
care.  All  studlea  have  shown  that  the  risk  to  women  attended  by  nurse- 
mldwlves  Is  equal  to  or  lower  than  the  risk  to  comparable  groups  of 
women  attended  by  physicians.     In  fact,  the  literature  reports  Instances, 
of  striking  reductions  In  Infant  mortality  rates  after  Introduction  of 
nurse-mldwlfery  care. 

Since  Its  beginning  In  eastern  Kentucky,  nurse-mldwlfery  care  has 
been  Introduced  to  other  medically  underserved  areas  characterized  by 
poverty,  geographical  Isolation  and  other  social  factors  associated  with 
poor  obstetrical  outcomes.    Nurse-mldwlves  screen  carefully  for  Indications 
of  medical  problems  and  collaborate  closely  with  physicians  when  compli- 
cations arise,  thus  Identifying  clients  who  are  essentially  medically 
normal  from  among  the  population  characterized  by  social  riak  factors. 
Nurse-aldwlfery  care  has  been  shown  to  Increase  utilization  of  prenatal 
care,  lower  Infant  mortality  and  morbidity  and  to  Increase  maternal  well- 
being  among  these  populations. 

At  the  Frontier  Nursing  Service  "  —  the  maternal  mortality  rates 
averaged  9.1  per  10,000  births  from  1925-1951;  among  white  women  nation- 
wide the  maternal  mortality  rate  was  34  per  10,000.     Since  1951,  the  FNS 
has  not  lost  a  single  mother  to  birth  related  causea.    FNS  neonatal 
mortality  ratea  in  the  years  1952-1954  were  17.3  per  1,000  —  less  than 
the  reat  of  Kentucky  and  the  United  States.     Since  1971  the  FNS  perinatal 
mortality  rates  have  averaged  only  6  per  1,000  which  is  less  than  half 
the  average  of  the  rest  of  the  country,  even  in  its  best  year  (14.5  in 
1977),  and  better  than  the  best  country  In  the  world,  Sweden.  The 
Metropolitan  Life  Insurance  Company  of  New  York  estimated  in  a  report 
In  1932  that  If  services  like  the  FNS  were  adopted  nationwide,  the 
perinatal  mortalltlea  of  the  time  would  be  reduced  by  60,000  per  year. 6 

Nursc-mldwlf ery  services  in  other  rural  areas,  especially  in  the  South 
and  Southwest,  have  produced  similar  improvements  in  pregnancy  outcome. 
The  Medical  Mission  Sisters  founded  the  Catholic  Maternity  Institute  in 
1943  to  serve  the  Impoverished  mothers  of  Santa  Fe  County,  New  Mexico. 
The  Sisters  offered  prenatal  care  and  births  at  their  Childbearing  Center. 
Many  births  also  took  place  In  adobe  homes  with  no  electricity  or  running 
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water.     Prior  to  the  program,  in  1939,  perinatal  death  rate  of  Santa  Fe 
County  were  87.6  per  1,000.    By  1967  it  had  been  reduced  to  15.1,  a  level 
of  achievement  not  to  be  attained  by  the  country  at  large    until  over  10 
.5le!riJlater'    At  that  in  1967 »  the  Perinatal  mortality  rate!  of  the 

«  24  8St""e*  WCre  lp0°°*  WhilC  10  NCW  MeXlC°  U  wa>  even  hlgher 

In  the  early  1960*a  a  CNM  practice  vat  established  as  a  pilot  project 
in  Madera  County,  California.     Special  legislation  made  nurse-midwif ery 
legal  for  the  duration  of  the  project.     Certified  nurse-midwives  were 
introduced  at  the  only  new  variable  in  the  n>edically  understaffed  county'* 
health  core  system.     The  mothers  served  by  the  project  were  primarily 
agricultural  workers.  7 

During  the  first  18  months  of  the  project,  the  Madera  County  pre- 
maturity rate  dropped  from  its  previous  lCVei  of  eleven  percent  to  6.6 
Tft^/™1  thC  neonatal  «>"ality  rate  dropped  from  23.9  deaths  per 
1.000  live  blrthi  to  10.  3  death,  per  1,000  live  births.    The  re"  was  a 
significant  increase  in  attendance  at  prenatal  clinics  during  the  pilot 
project      Mothers  who  had  had  no  prenatal  care  and  who  were  cared  for 
during  labor  and  delivery  by  nurse-aidwive.  experienced  a  neonatal  death 

who  had  no  prenatal  care  was  50.6  per  1,000  live  births  after  the  project 
ended  „d  nurse-midwifery  care  during  labor  was  no  longer  available. 

«        D*«P|te  these  good  results,  the  California  Medical  Society  opposed 
legalization  of  nurse-midwifery  and  the  nurse-midwives  had  to  leave  at 

bvCa^tfS0      pr°J'Ct-     A'ter  th*3r  left,  the  prematurity  rate  increased 
by  almost  50  percent  and  the  neonatal  d'^th  rate  tripled.  8 

In  Holmes  County,  Mississippi,  in  1971  the  infant  mortality  rates 
had  dropped  from  approximately  39  per  1,000  live  births  to  20  per  1.000 
liye  births,  two  years  after  certified  nurse-midwives  began  providing 

l*^?  t0  P"8nant  won*n       Part  °f  *  community-wide  focus  on  the 

health  problems  of  mothers  and  babies.  9 

rt      vA  8,tUdL^  thC  Unlver,lty  of  Mi«i«ipPi  Medical  Center  between 
October  1,  19,2,  „d  April  30,  1973.  showed  that  nurse-midwxf ery  clients 
Kept  94  percent  of  scheduled  appointments,  compared  with  80  percent  of 
visits  kept  by  clients  of  the  house  staff  physicians.     It  should  be  noted 
that  clients  of  both  physicians  and  nurse-midwives  did  not  see  the  same 
care  providers  at  successive  visits. 

spontaneous 
normal 
i  rate 

At  Su  Clinics  Familiar,  a  nurse-midwifery  childbirth  center  in 
southern  Texas,  all  maternity  care  for  normal  mothers  is  provided  by 
certified  nurse-midwives.     The  prematurity  rate  in  1974.  two  years 
after  nurse-midwifery  began,  was  3.5  percent.     In  the  same  year  in  Texas 
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the  prematurity  rats  was  7.6  percent  and  for  the  nation  it  vat  7.4  percent. 

Ths  nurse-midwifery  service  has  been  operating  since  1972.    The  clients 

are  Mexican" American  and  'Mexican  women  who  are  primarily  migrant  workers.  ^ 

HIn  1976  a  nurse-midwifery  program  was  begun  In  Mississippi  County 
in  northeast  Arkansas.     In  1975,  80  percent  of  births  had  occurred  under 
general  anesthesia  in  that  county.     In  1979  general  anesthesia  rates  had 
fallen  to  12  percent,  while  perinatal  mortalities  also  dropped  dramatically.  12 

"In  1941  the  Tuskegee  School  of  Nurse-Midwifery  opened  in  Alabama 
offering  services  to  the  area.    During  the  five  years  of  its  existence, 
neonatal  mortality  rates  went  from  46  per  1,000  live  births  to  14  — 
more  than  _a  three-fold  Improvement. "13 

Nurse~mldvlf ery  services  have  also  resulted  in  lowered  infant 
mortality  and  morbidity  rates  among  inner-city  nothers. 

In  1931,  the  Maternity  Center  Association  (MCA)  opened  the  tobenstine 
Midwifery  Clinic  to  care  for  immigrant  families  In  upper  Manhattan  tenements. 
Between  1931  and  1951,  5,765  mothers  registered  with  the  clinic,  of  which 
87  percent  gavs  birth  at  home  attended  by  (nurae-)mldwlves.    Their  maternal 
mortalities  were  less  than  one-third  the  national  rates  of  the  tine.  Their 
average  neonatal  death  rates  vers  only  15  per  1,000  while  that  of  Hew  Tork 
City  as  a  whole  ranged  from  28.0  In  1931  to  18.4  In  1951."       Kings  County 
Hospital,  New  Tork  City,  opened  a  nurse-midwifery  service  In  1976.    In  the 
first  884  blrhts,   they  had  a  neonatal  mortality  rate  of  7.9  per  1,000, 
reflecting  the  deaths  of  7  premature  babies. 14 

At  the  North  Central  Bronx  Hospital,  whose  clients  come  from  one  of 
New  Tork's  most  distressed  areas,  where  every  patient  receives  nursing 
cars  or  nurse-midwifery  management  from  nurse-mldwlves  In  labor,  from 
January  1  to  December  31,  1979,  88  percent  of  the  mothers  experienced 
normal  spontaneous  vaginal  deliveries.    Less  than  30  percent  of  all 
mothers  needed  analgesia  or  anesthesia  In  labor.    The  neonatal  death 
rate  among  Infanta  1,000  grams  or  over  was  4.2  per  1,000.  ^ 

Since  1970,  nurse-midwifery  practice  In  the  United  States  has 
expanded  to  Include  two  additional  special  populations,  adolescents 
and  economically  affluent  women.    Adolescent  childbearlng  carries 
social  and  medical  risks  which  can  often  lead  to  poor  obstetrical 
outcomes.     Hurse-tnldwlf ery  care,  along  with  physician  collaboration 
has  been  effective,  and  has  been  shown  to  improve  the  outcomes  of 
teenags  pregnancy. 

Between  1976  and  1977  at  a  clinic  for  teenagers  in  Lincoln  Hospital 
in  New  Tork  City,  nurse-midwifery  care  brought  considerable  improvement 
in  outcome  measures  such  as  maternal  weight  gain  and  hematocrit.  The 
rate  of  low  birth-weight  babies  dropped  from  18.1  percent  to  6.3  percent.*0 
The  Office  of  Adolescent  Pregnancy  at  the  Department  of  Health  and  Hunan 
Ssrvlcss  has  stressed  inclusion  of  nurse-midwifery  services  in  the 
projects  It  funds. 
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«,»Jj!/?w*Me..?*J*  th4t  """-""-"ery  c.r.  1,  gener»lly  l„, 

«p.n.lv.  th.n  tr«dltlor>«l  ok.tetrlc.l  c««.  The  co.c  effectives,.  ,~t  hl»h 
V-llty  of  nur.j-.ldwlf.ry  ere  .«  „..«!  too„  for  Coogres.  to  "e  l^n.8 

«  "b?r  tecono"1:  h"uh  cire  for  °°th"»  —        -  ° 

raiy  on  public  sector  aervicea. 

A  atudy  conducted  ln  rural  Ceorgia  showed  significant  improvement  in 
infsnt  outcomes  and  s  decresse  in  health  care  expenditures  after  introduc- 
tion  of  nurse-aldvlf ery  cart. 

Nurse-midwifery  care  often  opens  the  door  to  lowered  costs  through 
the  use  of  non-hospital  fscilities,  such  ss  s  birth  center  or  the  client's 
home,  for  normal    births.     The  Blue  Cross/Blue  Shield  of  Creater  New  York 
sudited  the  Childbesring  Center  st-rted  by  the  Maternity  Center  Associstion 
in  Nav  York  City  in  1976-1977.    They  found  thst  csre  at  the  Childbearing 
Center  cost  37.6  percent  of  in-hospit«l  care,  barring  complications.  The 
report  also  stated  that  the  cost  to  Blue  Cross/Blue  Shield  of  Crester  New 
York  for  families  delivering  st  the  Center  was  66.1  percent  of  the  cost 
to  the  plsn  had  the  family  gone  to  the  hospitsl,  bsrring  complications. 

The  cost  to  the  health  car*  system  of  full  care  at  the  Center  has 
decreased  each  year,  from  a  high  in  1976  of  $2,016.46  to  $1,046.17  in 
1979,  aa  utilization  increased.     The  Childbearing  Center  staff  expect  the 
?  "lf-*uPP°rting  with  600  families  in  the  program  annually. 

In  1-te    980  the  Center  had  over  500  families  enrolled  and  expected  to 
meet  their  goal  very  shortly. 

Medicaid  ia  currently  paying  from  $1,649.53  to  $2,230.04  for  normal 
care  with  a  three-day  hospital  stay  in  various  New  York  hospitals.  The 
Childbearing  Center  currently  charges  $1,000  for  its  whole  package  of 
prenatal,  intr.p.rtum  and  postpartum  care;  the    Center  receives  $885  for 
total  care  from  Medicaid  and  the  Center  la  appealing  that  rate. 

Tha  care  at  the  Center  is  economical  because  clients  have  the 
opportunity  for  prolonged  contact  with  professional,  including  the  nurse- 
midvivea  who  ir«  with  them  in  labor  and  delivery.    A  client's  stay  at 
the  Center  is  much  shorter  than  the  typical  three-day  stay  and  she 
receives  intensive,  personalized  care  during  that  time. 

The  Center  is  slso  economical  because  non-hospital  facilities,  the 
Center  and  the  clienfa  homes  are  used  as  settings  for  provision  of  care. 
The  Center  a  all  inclusive  fee  of  $1,000  compares  favorably  with  the  $3,000 
for  hospital  and  obstetric  fees  which  private  care  in  New  York  City  can  cost.1** 

Another  mechanism  often  associated  with  cost  savings  and  midwifery 
care  is  the  shortened  hospitsl  stay  for  a  healthy  mother  and  baby. 
Midwifery  care  during  pregnancy  and  availability  by  phone  or  home  yisit 
during  the  early  postpartum  period  set  the  stage  for  the  well-prepared 
family  to  go  home  within  12  to  24  hours  after  x.  normal  labor  and  Mrth. 
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In  Washington,  D.C.  the  current  cost  of  prenatal,  delivery  and  post- 
partum care  with  a  nurse-midwifery  service  la  $300  for  cllenta  planning 
to  deliver  In  the  hoapltal.    This  Includes  prenatal  care,  labor  management 
and  delivery,  postpartua  care,  a  two  week,  six  week,  aia  month*  and  one 
year  checkup  and  three  postpartum  classes.    Physician's  fees  -vary  from 
$800  to  $1,200  and  Include  prenatal  care,  labor  and  delivery  management, 
postpartua  care,  and  a  aia  weeks  check-up.    Hospital  coats  for  nurse- 
nldwlfery  clients  who  spend  6  hours  or  less  In  the  hospital  after 
delivering,  are  atound  $600.    Clients  who  stay  the  traditional  three 
daya  will  pay  close  to  $1,000  In  hospital  costs. 

Most  nurse-mldwlvea  are  employees  who  have  no  control  over  prices 
charged  to  cllenta.      As  more  nursc-reidwlvcs  go  Into  practice  with 
physicians  and  establish  private  nurse-midwifery  practices,  we  will  begin 
to  be  able  to  assess  the  financial  Impact  of  private  nurse-midwifery 
practice.    CHAMPUS  began  reimbursing  nurse-raldwlves  within  the  past 
year  and  Is  conducting  a  study  of  the  Impact  of  nurse-niswlf ery  reimburse- 
ment on  their  maternity  care  costs. 

While  the  data  are  llilted,  several  characteristics  of  nursc-mldwlf ery 
practice  suggest  that  nurse-mldwlves  deliver  cost-effective  care.  The 
average  salary  of  a  nursc-mldwl fe  In  clinical  practice  In  1976  was  $16,200. 
Contract  this  figure,  which  has  certainly  Improved  somewhat  since  1976, 
with  the  median  Income  of  any  obstetrician-gynecologist,  which  was  $89,310 
In  1979.        Nurse-mldwlves'  services  have  to  cost  employing  institutions 
less  than  obstetricians'. 

Hurse-mldvlvea  have  a  proven  record  in  reducing  Infant  morbidity  and 
mortality.     The  reduction  in  prematurity  and  low  birth  weight  rates  in  the 
many  places  nurse-mldwlves  have  worked  certainly  must  also  have  meant  a 
reduction  in  dollars  spent  by  states  <*nd  private  companies  on  Intensive  care 
nurseries.     An  official  of  the  University  of  Mississippi,  Peter  H.  Meyers,  has 
compared  the  tax  payers'  cost  for  nurse-midwifery  education  with  the  savings 
reaped  through  Improved  preXnancY  outcomes. 

Looking  at  76  graduatea  over  a  three-year  period,  I  found 
their  median  age  to  be  31.    Asaumlng  thst  on  the  average 
75Z  of  thea  work  until  age  65,  delivering  15  bablea  per 
month  and  referring  5  othera,  I  can  anticipate  that  they 
will  provide  primary  care  for  583,680  mothera,  delivering 
437,760  bablea. 

Using  a  very  conaervatlve  cost  for  lifetime  ir.atitutional- 
lzatlou  of  $500,000  we  can  aay  that  if  only  A  out  of 
583,680  bablea  have  radically  different  outcome  (family 
aupport  rather  than  lifetime  institutionalization)  the 
taxpayer  breaks  even.    The  break-even  point  la  reached  if 
fewer  than  1/1000  of  IZ  (.0000068)  of  "our"  bablea  avoid 
lifetime  lnatltutlonallzatlon.  I  would,  more  reallatlcally 
I  believe,  predict  a  savlnga  to  taxpayera  of  many  hundreda 
of  times  the  prograa'a  coat. 
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Coat  effectiveness  Includes  othar  coata  auch  aa  the 
coat  of  delivering  cart,  and  th«  coat  of  nursing 
achool;  but  these  coata  art  often  born*  in  large 
measure  or  entirely  by  private  partlea. 

Mom  of  thla  deala  with  maternal  or  Infant 
mortality  or  maternal  Morbidity.    What  art  the 
aoclal  coata  whan  a  mother  diea?    Bov  of  tan  do  bar 
children  become  temporary  or  permanent  varda  of  tha 
atata?    What  doe a  that  coat  tha  taxpayer?    I  can't 


Rurse-mldvlvae  are  educated  to  uaa  technology  only  when  It  la  Indicated 
by  a  client's  condition.    Such  limited,  rather  than  routine,  uae  of  machlnea 
and  laboratory  teata  abould  reault  In  savings  for  Individual  customers. 
Kurse-midvifery  client  a  often  uae  leaa  axutlgeala  or  aneatheala  In  labor. 

A  Cesarean  birth  can  add  aa  much  aa  $1,000  to  a  phyalclan'a  fee  and 
aa  much  aa  $3,000  to  hoapltal  feca.    Kurae-midwifery  aervlcea  have  Ceaarean 
birth  retaa  which  are  aignlf icantly  lower  than  the  U.S.  rate  which  is 
approaching  30  percent  In  many  facilltiea.    Tha  Ceaarean  birth  rate  at  the 
nurae-mldwifery  service  at  tha  Worth  Central  Bronx  waa  epproximately  13 
percent  in  1979,  for  example. 

A  nurae-midwifery  aervice  would  be  leaa  expanalve  for  the  federel 
government  to  eatablieh  than  a  phyalclan'a  practice  because  nurae-midwivea 
need  leaa  complicated  equipment.    They  need  only  to  have  ecceaa  to  high 
technology  through  their  collaborating  phyalclan. 

In  addition  to  potential  coat  savings ,    nuraa-midwivaa  bring  to  each 
birth  e  concern  for  the  paycbologlcal  and  cultural  factora  which  affect  the 
birth  experience  of  the  mother,  family  and  infant.    Ample  reaearch  has 
shown  that  tha  nature  of  the  birth  and  immediate  poat-birth  experiences  have 
a  atrong  Impact  on  later  Infant-parent  relationahlpa .    The  evidence  auggeata 
that  poaltive  birth  exnerlencea  correlate  with  lowar  lncidencea  of  child 
neglect  and  abuse.    Hurae-midwlvaa  at  rive  to  help  parent  a  create  poaltive 
birth  exparlancea  and  thla  muat  make  an  indirect  contribution  to  lowered 
financial  and  emotional  coata  to  society  aa  a  whole. 

The  Information  available  and  the  logical  concluaiona  drawn  from  exam- 
ination of  nuree-nidwifery  practice  prove  that  nurae-mldwifery  care  la  a 
coat-eff active  means  to  providing  safs,  satlafying  matarnal  and  child  heelth 


An  inveatment  In  nurae-mldwifery  education  le  then,  one  which  brlnga 
good  returns  to  Congress  and  to  American  famlllea. 


even  gueea. 
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At  luit  15  of  the  25  nuree-midvifsry  education  progrsm*  reclve  major 
pert*  of  th*ir  funding  through  the  Hurse  Training  Act.    It  coat*  between  $20,000 
and  $30,000  to  educate  *  nurse-midwife;  tuition  for  a  mseter'e  degree  program 
can  be  almoat  $5,000  a  year  and  the  longeet  program*  sre  two  full  yeara,  including 
the  aummer  aemeater. 

Several  programs  have  estimated  that  if  federel  funding  vcre  with- 
drawn, tuition  would  have  to  rlee  to  between  $22,000  to  $30,000  to 
compensate.    Banks  would  heeltate  to  give  loana  for  auch  high  tuition 
becauee  nurae-midwivea'  aalarlea  do  not  make  them  attractive  loan 
candidates.    Other  student  eld  resources  ere  not  sufficient  to  cover 
student  needs  for  current  tuition  coeta;  it  seems  unlikely  student  aid 
funds  would  Increase  in  proportion  to  tuition  increaaea. 

If  federel  funds  sre  removed  end  not  replsced  by  the  etstes,  the  % 
numbers  of  student*  sdmltted  eech  year  will  be  eharply  reduced,  the 
nation's  total  yearly  output  of  nurse-midwlve*  will  be  severly  reduced, 
services  created  by  educe tional  program*  will  be  reduced  or  closed,  cere 
to  indigent  population*  will  be  leaa  available  and  coata  will  aurely  riae. 

Burse-midwives  sre  valuable  enough  to  the  nation  that  a  federal 
priority  to  continue  educating  nuree-midvives  snd  to  increaae  their 
utilization  should  be  established. 

All  of  us  in  nurse-midwifery  educstlon  *r«  aware  of  the  need  for 
dependable  funding  eourcee.    Direct ore  and  facultlea  of  nurse-midwifery 
educstlon  programs  are  devising  strsteglee  for  shifting  their  funding  bsee 
from  soft  money  to  hard  monay.    All  facultiea  would  like  to  be  fully 
supported  on  herd  money  by  their  univerelties,  ss  sre  the  programs  at 
St.  Louis  Onlveralty  snd  University  of  Kentucky.    Since  most  university 
budget*  will  not  permit  thnt  kind  of  full  support,  nurse-midwifery  educational 
programs  sre  turning  to  developing  self-supporting  nurse-midwifery  services 
se  s  mesne  of  finding  financial  support  snd  cllnlcsl  experiencee  for 
students. 

nurse-midwifery  educetion  lends  itself  essily  to  this  model  becsuse 
nuree-nidwifery  is  lergely  tsught  in  the  clinic  and  at  the  bedaide.  Faculty 
must  practice  in  order  to  teach  nurae-midwifery;  thee*  seme  faculty,  with 
accompanying  atudanta,  could  be  reimburaed  either  through  Medicaid  or 
through  private  inaurance  plana.    A  faculty  which  had  a  practice  large 
enough  to  offer  etudente  the  necessary  clinical  experiencee  would  be 
aupp lying  a  aubatentlal  part  of  ite  own  aalary.    The  university  would  then 
fund  the  non-clinical  teaching  activitiea,  such  ss  conducting  eeninere, 
curriculum  rsvlsing,  student  counseling  snd  pro  gran  sdminletrstlon. 

Financing  nurse-midwifery  educstlon  through  privets  fsculty  prsctlce 
ie  s  concept  which  many  programa  are  exploring.    There  la,  however,  a 
tension  between  the  need  to  shift  the  funding  baee  and  the  political 
reality  of  oppoeltlon  to  nurse-midwifery  prsctlce. 
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con.u^;/",1!,"""  °CCU"  d"pl"  th*  deaand        nur.e-aldwlve.  by 
consuaer.    state  governments  and  federal  agencies,  despite  the  record  of 
taproved  health  for  mother,  end  bable.,  despite  co.t  effectlvenew  Ind 
de.plt.  the  vlde.pre.d  employ*^  of  nurse-mldvlve.  tn  ougn  tn"  country 

"  BU"-""1^  P"«tl«.  1.  .trong  and  .eeJ  .TCSK^ 

While  thl.  reslstence  1,  described  In  some  detail,  It  Is  Important  to 

riEt'l^i  ^•^"'•t^'e"°"*d  ^-l^"«l•°™^proefe»lro«^ldwlve"• 
^p.^-^^^c1::;  ssssi  JSE^r^sr 

oubUc^  ?"  ""J  "  n«d1"1  »oci«1".  ^.Pltil  department  of  ob  tetrlc. 
public  bodle.  .uch  ..  .t.te  board,  of  health  «nd  atate  «dlc«l  pr.c"c" 
board..  m.ur«nce  coopanl...  and  occa.lon.lly  nur.lng. 

r.  .bur.,  nur.e-mldvlve..  har...ment  of  phy.lclan.  vho  support  nurse-mjdvlfer, 
misrepresentation  of  the  nature  of  nurse-mldvlf ery  prrctlce  to  the  public. 

In  Wa.hlr.gton,  D.C.  Ceorgetovo  University  Medical  Center 

?!!",C^  !n^ly  "fu"d  "  *llov  nur.e-«ldwlve.  to  pr.ctlce 
in  labor  and  delivery,  even  though  the  school  of  nursing  has 
had  a  nur.e-mldvlf.ry  education  program  for  several  years. 
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Is  *ew  Jersey  the  Beard  of  Ketjical  txaalnera  hat 
laaued  ragulatlons  uhJch  restrict  nurse-aldwifsry 
prsctlce  and  which  prohibit  nurae-midvivea  froa 
caring  for  women  undsr  16  and  ovar  35  yaara  of 
age.    Theas  ragulatlons  hava  »  aevara  Impact  on 
nurse-aidvivss  «nd  thslr  clients,  espsclslly 
adolescent  a,  in  Npw  JirMjr. 

la  Kaahrilla,  Tevnaaaec  tha  two  nurae-aldwlfa 
eeabers  of  an  obaiatrlclan-nurae~aldwifs  tcaa 
vara  den lad  prlvllagaa  at  thraa  hoapltala 
in  which  thalr  phyalclan  practical.  Thalr 
phyalclan  axparlancad  auch  strong  harraaaaent 
froa  hla  colleaguaa,  Including  cancallatlon  of 
hla  inauranca  by  tha  phyalclan  ovnad  aalpractlca 
Insuranca  company,  that  ha  haa  Uft  Tannaaaaa.  No 
othar  phyalclan  In  NaahvUla  la  willing  to  collaborata 
with  nurae-aldwlvaa  in  prlvata  practlca.    Tha  nuraa- 
aidwlvaa  hava  baan  forcad  to  cloaa  thalr  bualnaaa 
and  undartaka  axpenalva  lagal  action.    They  will  ba 
filing  ault  in  a  ftv  waaka.21 

Whan  Matarnlty  Cantar  Aaaoclatlon  In  New  York  City 
opanad  Its  Childbearing  Center,  an  out  of  hospital 
birth  cantar,  thay  did  so  daaplta  tha  opposition  of  a 
wlda  array  of  atata  agenclaa,  stata  phyalciana*  organ- 
ization a  and  national  phyalciana*  organisations.22 

In  Englevood,  K.J.,  tha  Childbirth  Cantar  haa 
atrugglad  to  aurvlva  In  tha  fscs  of  opposition  froa 
locsl  physlclsns,  ths  Board  of  Ksdlcsl  Exaalnsrs  and  a 
major  inauranca  company. 23 

In  Vaahlngton,  D.C. ,  a  prlvata  group  practlca  of  thr«a 
nuraa-midwivaa  who  do  hoaa  births  enbarked  a  ye-r  ago 
on  a  pilot  axparlmant  doing  hoapltal  births  at  tha 
Vaahington  Roapltal  Canter.    In  ordar  to  obtain  prlvllegta 
tha  nuraa-aidwivaa  bscaaa  tschnlcally  tha  eapleyaea  of 
thalr  collaborating  phyalciana  who  alraady  h*4  prlvllagaa. 
Although  tha  flrat  yaar  went  well,  tha  hoapltal *a  Depart- 
aent  of  Obatatrlca  »nd  Cynacology  voted  to  and  tha  nursa- 
aidwlvss*  prlvllagaa  bacauaa  thay  ara  alao  <Joing  home 
blrtha.    The  declalon  haa  not  been  carrlad  through  by  tha 
hoapltal'a  board  of  dlrectora  bacauaa  of  th«  larga  public 
outcry  agalnat  tha  daclalon.    Tha  Department  of  Obatatrlca 
haa  formed  a  coonittaa  to  review  tha  nuraa-iildwivaa*  charta. 
Thara  ara  no  nurae-  ildwlvea  or  pedlatrlclana  on  tha 
conalttea.  24 
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While  scoree  of  rationales  for  these  obstscles  exist,  «nd  each  Incident 
ie  flavored  vltb  its  ovn  psrtlculsr  lsgel,  sdainletrstlve  and  interpersonal 
characteristics,  tvo  t beats  emerge  from  the  srguments  sgsinst  nurse- 
mldvlfery  practice.    The  firet  of  theae  it  the  it  sua  of  quality  of  care  and 
of  patient  safety*    The  rsre,  and  often  preveatsble  occurrence  of  e 
coealicstiou  of  prtgnaocy  or  birth  it  often  cited       the  reaaon  for  prevsot- 
i&t  nurse-aldvlves  froai  prtct icing  or  for  limiting  the  ecope  of  their 
prsctlce  to  lsss  than  that  for  which  they  have  been  educated.  Two 
aasueetione  underlie  that  rstlonale.    The  f  irtc  la  the  idee  that  while  nuree- 
nidvivae  are  batter  than  no  prenatsl  or  intrapartum  cere  tt  all,  the 
phytician  it  alwayt  aore  deslrsble  bee sue e  of  hie  or  her  sducstlon  In  dcel- 
iog  with  coapl lest lone.    The  statletlcs  refute  that  cleln.    The  record  of 
nurse-midwifery  care  in  the  Unittd  Statte  in  reducing  Infant  Mortality  and 
morbidity  thova  that  nurse-mid wives  ere  aafe.    Countriee  with  lower  Infant 
mortality  retee  than  the  United  Statet*  rely  hsevlly  on  professional 
aldwlvae. 

The  second  underlying  assuaption  la  that  tht  tpted  with  which  severe 
complication*  arise  is  great  enough  to  justify  physician  presence  through- 
out labor  sod  delivery  managed  by  nurse-mldwlvcs.    It  la  important  to 
reaaabar  that  pregnancy  and  childbirth  are  normal  physiological  precticee. 
Normal,  healthy  pregnancy  and  dtlivery  ere  tht  predominant  reelltiee  of 
childbearing.    Complications  are  the  exceptions,  not  the  rule.  Nuree- 
nldvlvee,  unlike  most  physicians,  are  able  to  be  In  constant  attention 
throughout  labor.    Thue,  nurse-mldvlves  detect  probltma  at  the  earliest 
moment  and  often  avert  than.    Extremely  serious  complications  which  develop 
repldly  are  extremely  rare.    Many  common  complications  of  labor  and  delivery 
result  from  the  routine  Interventions  of  traditional  medical  care  which  do 
not  characterize  routine  nurse-eldvlf try  cars.    Murss-mldvlvee  are  educated 
to  rccognlzs  the  symptons  of  complication*,  to  be*ln  the  appropriate  inter- 
ventions and  to  call  for  stslstance  laaedlatsly  when  complications  arise. 

The  escond  theme  which  emerges  In  the  resistance  of  nurse-midwifery 
precticee  is  that  of  "independent  practice.**   Licensure,  direct  third  ptrty 
reimbursement,  home  birth  scrvlcts  and  out-of-hospltal  birth  centere  ell 
raise  the  qusstlon  of  vhsther  nur^e-mldvlves  sre,  or  should  be,  "independent 
practltlonsrs.**    independent  prsctics**  eppesrs  to  mean  a  nurse-midwife 
hanging  up  her  shingle  in  a  eolo  practice  petttmed  after  the  lndspendsnt 
buslnsse  of  the  eolo  physician  In  private  prsctlce.    The  implication  cf 
this  modal  is  that  the  nurse-midwife  would  bt  practicing  without  back-up 
physician,  without  the  system  for  consultation  with  phyelclane,  referrel 
of  cllsnte  to  physicians  snd  without  the  collaboratlvt  management  of 
client  care  by  both  s  nurse-midwife  snd  a  phytic lan  which  srs  an  Integral 
part  of  the  dsflnltlon  of  nurse-aldvlf try  prsctlce.    The  rtcord  nttde  to 
be  vtry  clttr  on  this  mattsr.    Nurss-nidwivss  do  not  practice  midwifery 
in  ths  "independent  practice**  model  of  the  private  solo  prsctict  which 
charsctsrlzss  such  physician  prsctlce.    The  "Functions,  Standards  and 
Qualifications  for  flurse-Kidwif ery  Prsctict**  statts  that  nurse-midwifery 
practice  MOccurs  interpendently  within  a  health  cars  dtlivery  eystem. 
Occurs  wlchln  s  formal  written  slllanct  with  sn  obststrlclsc;  or  anothtr 
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physician,  or  a  grown  of  obvalciane.  who  ha  •/ have  a  formal  consult  stir* 
arrangement  with  en  obatetrician-gruecolog let;  exiat*  within  a  framework 
of  medically  approved  protocols.**  23 

The  dictates  of  the  Tunctioua,  Standards  and  Quallf Icatlona  for 
fluree-Mldvlfery  Practice"  ara  claexly  cxplalnad  by  Halan  Varnay,  tha 
currant  president  of  tha  American  College  of  Nurse-Mldwlvee  in  har  recently 
released  textbook  of  ourse-nidvifery .    "'Irxie pendent  management*  rafara 
to  tha  fact  that  a  patient  may  nevar  e*e  a  phyaiclan  if  har  course 
essentially  ia  normal  and  aha  la  managed  by  a  nuree-nldwife.    Thus,  tha 
practice  of  nurse-midwifery  within  tbs  protocols  for  prsctlcs,  which 
define  tha  practice  and  provide  for  medical  consultation  and  referral 
la  independent.  .  .  Independent  prsctlcs  means  without  medical  protocola 
of  formalized  phyaiclan  hack-up.    A  certified  n'jrae-mldwlfe  always  functions 
within  a  health  care  system  in  s  team  ieletion*hip  with  s  physician  and  ia  ' 
never  independent  of  phyaiclan  back-up  /~r  conaultation,  collaborative 
management,  or  referral. **26    Should  a  nuree-mldwife  be  thought  to  be  violating 
tha  principles  sstsbllshed  In  Tunctloue,  Standard*  and  Qualifications,** 
she  would  be  subject  to  investigation  by  tha  Amerl  un  College  of  Nurse- 
Hldwlvas  and  would  be  vulnerable  to  censure,  suspension,  expulsion  or 
decertification. 

■urie-midviTes  have  always  prscticed  end  will  continue  to  practice 
U  collaboration  with  phyaiclana;  that  relationahip  will  not  change. 
What  has  begun  to  change,  however,  ia  tha  employment  relstionshlp  between 
the  nurse-midwife  end  her  collaborating  physic/ an.    Kurse-nidwiver  are 
now  not  alwaya  employees  of  phyaiclana  or  hoapltala.    In  pome  caaea  tha 
nurse-nidwifs  has  joined  the  practice  of  her  phyaiclan  p*.7tnere.    In  otner 
cases,  nurse-nidwiTee  srs  employing  physicians  to  prcvide  them  with  consul- 
t at  ion  and  referral  services,    nurse-mldvlvee  are  incressic£ly  sllgibls 
for  direct  thlrd-psrty  reimbursement.    Many  private  lnsursncs  companies 
Including  Connecticut  General,  Travelers,  Aetna!  and  all  union  lnsursncs 
programs,  will  reimburae  nurse-midwlvee  in  sll  ststss.    New  Mexico,  Utah 
and  Maryland  have  adjusted  their  Insurance  codea  to  include  direct 
reimbursement  to  nurse-midwires .    CHAMFUS  and  Medicaid  now  reimburae 
nur»e-midviTes .    All  of  these  changea  mean  there  ia  subatentielly  more 
competition  in  the  obstetrical  market  place.    All  of  thass  changea  mean  that 
s  nurse-midwife  mey  become  economically  independent  of  her  phyaiclan  or 
hospital  back-up  aervicee.    Her  profeeeional  interdependence  with  physicians 
and  hoepltala  r erne in e  and  alwaya  will. 

Until  nurae-midwivee  are  eble  to  eeteblleh  aelf-eupportlng  feculty 
practice  arrangemente  which  put  education  programs  cn  dspendeble,  reneweble 
financial  bases,  nurse-midwifery  education  programs  will  need  federal  aid. 

Until  thla  country  no  longer  has  cltlxene  who  leek  ecceee  to  maternal 
and  child  health  care  and  to  safe  optione  in  maternity  care,  the  federel 
government  will  need  nuree-mldwlvee. 

Huree-midwifery  eervicee  provide  the  federel  government  with  e  safety 
net  upon  which  to  depend  in  e  time  of  budget  cute.    Certified  nuree-mldwlvee 
srs  in  psrt  an  sntldots  to  the  high  coet  of  federel  maternal  and  infant 
health  care.    Fund a  inveeted  in  nuree-midwif ery  educe t Ion  srs  moneys 
prudently  invested  and  many  tlmea  returned. 
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The  following  are  specific  reconaendat  Ions  for  your  consideration  during 
discussion  of  the  Nurse  Training  Act . 

1.  Increase  funding  for  Che  Nurse  Training  Act,   Including  for  Advanced  Nurse 
Training  programs,  Nurs<*  Practitioner  prograas  and  Special  Projects. 

Rationale;    The  Increasing  economic  stress  of  our  t l»e  will  create  an 
Increasing  need  for  nur se-aldwl vei  to  serve  disadvantaged  populations. 
An  Increased  nuober  of  nurse-aldwlves  will  be  needed  to  meet   the  needs 
of  these  population*  and  to  meet  the  CKENAC  projections. 

2.  Increase  funding  for  National  Health  Service  scholarships  and  Jobs; 
change  the  eligibility  req  ;lren>cnts  to  include  certificate  prograa  as 
well  as  aasters  degree  progrsa  students. 

Rationale:     The  NHSC  Is  a  cost-effective  oeans  of  providing  care  to 
aedlcally  underserved  sreas.     Kursc-nldwives  are  appropriate  meabers 
of  the  Corps  because  of  their  ability  as  health  educators  as  well  as. 
providers,  and  their  suitability  for  areas  which  cannot  attract  an 
obstetrician  or  for  areas  which  can  support  an  obstetrician  and  a 
nurse-nldvlf e    but  not  two  obstetricians. 

3.  Increase  funding  for  scholarships  and  student  loans. 

Rationale:  The  $2,500  a  year  av.ill.ible  through  loans  to  eligible  students 
and  the  $2,000  available  through  scholarships  are  not  enough  aid  to  help 
so st  disadvantaged  students  enough  to  enable  then  to  enroll. 

i.  Encourage  states  to  develop  mechanises  for  sharing  the  costs  of  nursc- 
sldwlfery  education  asong  stste,  federal  and  private  organizations. 

^_t^lpn.il_e :     Pooling  of  resources  and  sharing  of  costs  can  reduce 
the  cost  per  student  to  each  participating  Institution.  Mech.inlsns 
such  as  regional   funding  .ind  regional  allocation  of  clinical  resources 
could  lead  to  Increases  In  the  number  of  nursc-raidwives  graduating 
each  year,  without  leading  to  substantial   Increases  In  education  costs. 
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The  National  Area  Health  Education  Centers  Program 
"AHEC" 
March  9,  1981 

Authority:     Public  Law  94-484:     "The  Health  Professions 
Educational  Assistance  Act  of  1976" 
(Sections  7H1  and  802) 

Program  Description 

The  AHEC  Program  was  created  by  The  Congress  as  one  method 
for  improving  the  geographic  distribution  of  physicians  and 
other  health  personnel  in  rural  areas  and  inner  city  areas.  As 
of  January,  1981  there  were  21  projects  of  which  10  were 
originally  funded  in  1972  under  authority  of  Public  Law  92-157: 
"The  Comprehensive  Health  Manpower  Training  Act  of  1971."  The 
remaining  11  projects  were  funded  in  various  years  beginning 
in  1977. 

Several  studies  have  given  a  clear  indication  of  the 
success  of  the  National  AHEC  Program  in  helping  to  overcome 
problems  of  geographic  and  specialty  maldistribution  of 
physicians . 

These  studies  include : 

1-  1978  Report  of  the  U.S.  Government  Accounting  Office 

3y  the  Comptroller  General,   Report  to  the  Congress  of 
the  united  States,  Progress  and  Problems  in  Improving 
the  Availability  of  Primary  Care  Providers  in  Under- 
served  Areas,  HRD-77-135,  August  22,  1978. 

2-  1978  Report  of  the  U.S.  House  of  Representatives 
Appropriations  Subcommittee  on  Health 

A  Report  to  the  Committee  on  Appropriations  in  the 
U.S.  House  of  Representatives  on  Area  Health  Education 
Centers  Programs  addressed  by  the  Department  of  Health, 
Education  and  Welfare  by  the  Survey  and  Investigations 
Staff,  February  24,  1978. 
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3.  X976  and  1979  Reports  of  the  Carnegie  Council 

1)  Progress  and  Problems  in  Medical  and  Dental 
Education,  Federal  Support  Versus  FederalTontrol , 
A  Report  of  the  Carnegie  Council  on  Policy  Studies 
in  Higher  Education,  Jossey-Bass  Publishers, 

San  Francisco,  CA,  1976. 

2)  Area  Health  Education  Centers,  The  Pioneering 
Years,  1972-19  78,  A  Technical  Report  for  the 
Carnegie  Council  on  Policy  Studies  in  Higher 
Education,  Charles  E.  Odegaard,  1979. 

4 .  1980  Report  to  The  Congress  by  the  Secretary  of  the 
Department  of  Health,  Education,   and  Welfare 

An  Assessment  of  the  National  Area  Health  Education 
Centers  Program,  November  9,  1979,  DHEW  Publication 
No.    (HRA)  80-33. 

5.  1980  Report  of  the  Graduate  Medical  Education 
Advisory  Committee  (CMENAC) 

— although  this  Report  concludes  that  there  will  be  an 
aggregate  surplus  in  the  number  of  physicians  by  the 
year  1990  or  2000,   it  also  concludes  that  geographic 
maldistribution  of  physicians  continued  to  be  a 
serious  problem    and  indicates  that  the  AHEC  Program 
is  one  of  the  initiatives  designed  to  help  overcome 
this  problem. 

The  National  AHEC  Program  is  funded  out  of  the  Division  of 
Medicine  of  the  Bureau  of  Health  Professions  of  the  Health 
Resources  Administration  of  the  Department  of  Health  and  Human 
Services.     Since    October/   1972  The  Congress  has  appropriated 
$144.2  million  for  the  national  program. 


The  Nttional  AHEC  Program  is  characterized  in  the  following 


1.     It  is  a  program  of  education  and  training  of  physicians 
and  other  health  manpower  based  in  the  academic  medical 
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center.    Twenty  (20)  radical  schools  participate  in  the 
program  as  prime  contractors .     Subsequent  subcontracts 
serve  to  involve  fully  one-third  of  the  nation's 
medical  schools  in  the  National  AH EC  Program. 

2.  It  is  designed  to  bring  the  education  and  training  of 
health  manpower  to  under served  communities  via  the 
development  of  new  regional  training  centers  (usually 
community  hospitals  or  community  health  centers)  that 
assume  responsibility  for  helping  to  meet  the  health 
manpower  development  needs  of  a  defined  number  of  rural 
counties  or  inner  city  neighborhoods.    Today  the  21  AHEC 
projects  account  for  76  regional  centers  called  AHECs. 

3.  It  has  had  a  measurable  and  significant  impact  on  the 
geographic  and  specialty  maldistribution  of  physicians 
and  other  health  manpower  in  underserved  areas . 

In  addition,   the  National  AHEC  program  demonstrates  the 
following  important  characteristics: 

1.  It  is  based  on  incentives  and  voluntarism. 

2.  It  reflects  an  approach  whereby  federal  funds  are 
provided  to  states  and  regions  to  develop  manpower 
programs  that  meet  local  and  regional  needs  in  the 
context  of  national  goals. 

3.  It  demonstrates  that  most  projects  have  been  able  to 
use  federal  AHEC  funds  to  catalyze  state,  local  and 
other  funds  which  have  assured  that  most  of  the  AHEC 
projects  funded  in  part  by  the  federal  government  in 
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1972  will  survive — in  whole  or  in  part — following  the 
cessation  of  federal  funds* 

— as  noted,  since  1972  The  Congress  has  appropriated 
$144*2  million  for  the  National  AH EC  Program.     In  that 
period  of  time  over  $291.5  million  of  state,  local  and 
other  funds  have  also  been  catalyzed  by  this  federal 
investment. 

4.     It  demonstrates  the  fact  that  the  federal  government 
can  catalyze  regional  activities  which  meet  unique 
local  circumstances  through  the  flexible  statutory 
requirements  and  minimal  rules  and  regulations.  This 
federal  approach  has  been  critical  to  the  success  of 
the  Program,  especially  for  the  projects  originally 
funded  in  1972. 
The  projects  support  funding  of  the  National  AH EC  Program 
for  FV  1982  at  the  level  of  authorization  listed  in  HR  7203  as 
passed  by  the  U.S.  House  of  Representatives  in  19  80.    This  level 
is  $28  million.    Further,  the  projects  believe  this  authorization 
should  be  followed  by  authorizations  of  $30  million  for  FY  1983 
and  $32  million  for  FY  1984. 

It  is  important  to  recognize  that  the  foregoing  levels  of 
funding  include  funds  for  the  start-up  of  new  AHEC  projects. 
Should  The  Congress  be  interested  only  in  assuring  the  develop- 
ment of  those  projects  to  which  it  already  has  a  contractual 
obligation  then  an  authorization  level  of  only  $23  million  is 
needed  for  fiscal  year  1982,  $25  million  for  fiscal  year  1983, 
and  $27  million  for  fiscal  year  1984. 
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Program  Accomplishments 


As  noted,  the  National  AHEC  Program  has  had  a  measurable 
and  significant  impact  on  the  distribution  of  physicians  and 
health  manpower.    This  is  particularly  true  of  the  eleven 
projects  originally  funded  in  1972.    The  remaining  projects 
funded  subsequent  to  1977  are  too  young  to  have  had  an  impact 
on  manpower  distribution.     For  this  reason,  the  accomplishments 
of  the  National  AHEC  Program  will  be  listed  in  two  categories 
according  to  date  of  initial  federal  funding  of  the  projects. 

I.    AHEC  Projects  Originally  Funded  in  1972 
Pages    6  -  12. 

II.    AHEC  Projects  Funded  Subsequent  *.o  1972 
Pages   13  -  19. 
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Projects  Funded  in  1972 


CALIFORNIA 

California  began  a  Statewide  AHEC  Program  under  new 
authorizing  legislation  in  1979,  but  one  of  the  original  eleven 
projects  also  took  place  in  California  starting  m  1972.  The 
principal  target  area  was  the  Central  San  Joaquin  Valley*  The 
Health  Science  Centers  were  the  University  of  California  at 
San  Francisco  (UCSF)  and  the  University  of  California  at 
Los  Angeles  (UCLA).     The  major  objectives  of  the  Central  Valley 
program  have  been  accomplished,  and  as  federal  funding  draws  to 
a  close  dramatic  results  can  be  counted*    For  example: 

— Before  the  project  began  there  were  virtually  no  medical 

student  rotations  to  the  AHEC  area.    Now  there  are  180  student 
rotations  per  year,  many  of  which  are  core  clerkships  in  the 
UCSF  Medical  School  curriculum.    Faculty  appointments  for 
practicing  physicians  in  the  target  area  have  increased. 

— Physician  resident  training  in  primary  care  specialties  has 
risen  during  this  period  from  12  to  129. 

— A  series  of  consortia  of  small  hospitals  was  organized  to 
conduct  continuing  education  for  physicians  and  other  health 
professionals  throughout  this  area  which  is  nearly  as  large 
as  the  state  of  South  Carolina;  this  service  continues  without 
federal  funding,    paid  for  by  fees  and  subscriptions. 

— The  impact  of  these  physician  education  programs  is  shown  Dy 
a  survey  of  physician  population  done  in  the  sixth  year^kfcC* 

— Other  major  achievements  included  development  of  a  new  dental 
residency  program  fed  by  a  steady  stream  of  dental  students; 
an  extensive  network  of  nurse  career  ladder  programs  from 
nurse  aide  to  associate  degree  programs,  Bachelor  of  Arts 
Degree  programs,  and  Master*s-level  programs,  as  well  as  two 
nurse  practitioner  programs;  a  wide  range  of  allied  health 
training  activities;  and  a  strong,  enduring  community 
organization. 

Much  of  this  program  has  been  transferred  to  other  funding 
and  other  elements  have  been  closed  as  the  need  was  met.  No 
federal  support  is  expected  after  this  year. 

The  California  Area  Health  Education  Center  System,  begun 
in  1979  under  authorization  of  Section  781  of  PL  94-484,  builds 
upon  the  demonstrated  success  of  the  local  project  begun  in  1972. 
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It  compares  areas  which  had  significant  AHEC  educational 
activity  with  similar  areas  which  did  not  have  AHEC  assistance. 
Positive  changes  in  the  AHEC- impacted  areas  were  substantial, 
compared  to  a  decline  of  physicians  in  the  non-AHEC  areas.  The 

a5eas  showed  a  net  gain  of  152  physicians,  an  increase  of 
more  than  twenty  percent. 

ILLINOIS 

"hospitals"1  tralning  of  a11  ^edlcal  students  now  in  community 


112  family  practice  residents  serving  42  counties. 

— Retention  of  family  practice  residents  -  70%. 

—Over  past  nine  years,  $70  million  in  State  funds  went  into 
reqionalization . 


MINNESOTA 


AHEC  has  provided  training  for  approximately  1,900  students 
in  ten  different  health  fields.     AHEC  has: 

—Provided  .ural  preceptorships  for  470  medical  students  and 
rural  clinical  rotations  for  170  residents. 

—Provided  over  500  registered  nurses  with  off-campus  courses 
and  nurse  practitioner  training,  both  at  the  undergraduate 
and  graduate  levels. 

—Provided  rural  preceptorships  for  nearly  150  dental  students. 

—Assisted  the  Medical  School  to  develop  se/en  different 

clinical  preceptorships  to  improve  the  supply  of  physicians 
in  undersorved  areas. 

--Assisted  in  the  creation  of  the  position  of  Assistant  Vice 
President  for  Health  Sciences  Outreach. 


MISSOURI 


•Has  encompassed  all  disciplines  of  allied  health  (including 
dieticians  and  radiology  technicians)   into  an  organized  network 
of  C.E.  procjrammint),  particularly  in  west  central  and 
northwest,  areas. 

tla  .  produce?  and  distributed  an  audio-visual  catalogue  of 
over  <joo  program*;  available  at  no  charge,   for  use  by  area 
health  c.iro  professionals  and  nospital  libraries  as  well  as 
st.tdents  in  the  f i <>  1  d . 
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--Established  an  In-WATS  line  for  learning  resource  requests  of 
both  reproduction  and  on-line  search.     In  addition,  most  A/V 
programs  are  requested  this  way  from  area  professionals  and 
institutions.    All  facilities  at  our  health  science  library 
are  available  to  participants. 

--Has  conducted  a  very  successful  minority  recruitment  effort 
called  Summer  Scholars  1980  for  area  high  school  juniors  and 
seniors.     Another  program  is  planned  for  1981  in  Kansas  City, 
and  also  for  the  St.  Joseph  area.    Other  talent  identification 
program  efforts  have  been  extremely  successful  in  identifying 
students  at  this  level. 

— Participation  in  three  study  tours  to  acquaint  health  science 
students  with  career  possibilities  in  the  state  of  Missouri* 
(medical,  pharmacy,  dental  and  nursing)  as  well  as  a  very 
active  externship/preceptorship  program  in  the  areas  of 
medicine,  pharmacy,  dentistry,  and  nursing.    Over  two- thirds 
of  the  medicine  rotations  are  in  primary  care/family  practice 
settings . 

—A  strong  nurse  practitioner  program  in  southwest  Missouri, 
providing  externship  experiences  and  C.E. 

— Established  a  viable  working  liaison  with  the  health  science 
schools  of  UMKC  and  UMC,  particularly  in  nursing  and  allied 
health. 

NEW  MEXICO 

--Developed  an  organization  of  Indian  health  program  adminis- 
trators and  planners. 

— Developed  and  sustained  health  professional  training  programs 
for  nurses,  emergency  medical  technicians,  physician  assistants, 
medical  technologists  and  community  health  representatives  on 
the  Navajo. 

—Supported  over  300  Indian  students  in  various  health  training 
programs.     Of  those  who  have  completed  their  training,  over 
8  5%  are  working  with  Indian  people. 

NORTH  CAROLINA 

—Medical  student  education  is  now  occurring  on  a  regular  basis 
in  over  half  of  North  Carolina's  100  counties.     The  proportion 
of  North  Carolina  medical  school    graduates  who  are  choosing 
to  practice  in  North  Carolina  has  increased  dramatically 
since  the  start  of  the  AHEC  Program.     In  the  1960's  only  30% 
of  the  State's  medical  school  graduates  were  eventually 
locating  in  North  Carolina.     That  number  has  risen  to  over 
40%  of  graduates  since  1972  and  the  student  body  has  doubled 
in  3ize. 
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— Primary  care  residency  training  now  takes  place  in  all  nine 
AHEC  regions  of  North  Carolina.    Historically,  the  State  has 
retained  slightly  over  one-third  of  the  residents  trained  here. 
In  1980,  two-thirds  of  AHEOtrained  primary  care  residents 
remained  in  North  Carolina  to  practice, 

—From  1973  to  1978,  the  improvement  in  North  Carolina* s 
population/physician  ratio  was  20%  compared  to  15%  for  the 
rest  of  the  U.S.     North  Carolina's  rural  counties  have 
improved  their  physician/population  ratios  significantly 
greater  than  other  rural  U.S.  counties. 

— A  process  is  in  place  to  direct  major  program  initiatives 
toward  improving  the  recruitment  and  retention  of  nurses  in 
the  State's  hospitals  and  other  health  agencies.    As  an 
initial  step,  a  major  statewide  nurse  manpower  survey  was 
conducted  by  AHEC  which  documented  1,500  budgeted  vacancies 
for  RNs  in  North  Carolina  in  1980,  and  showed  the  annual 
turnover  rate  of  RNs  to  be  23%  in  the  State's  health  care 
agencies . 

NORTH  DAKOTA 

— By  means  of  the  AHEC  contract,  North  Dakota  developed  its 
degree-granting  medical  school,  a  statewide  program  in  which 
community  physicians  are  the  faculty  and  community  hospitals 
are  the  campus.    Since  the  inception  of  AHEC,  North  Dakota's 
medical  school  has  graduated  five  classes,  a  total  of  200 
new  physicians. 

— Also  due  to  the  AHEC  contract,  North  Dakota  now  offers  six 
primary  care  residency  programs  throughout  the  State  -  four 
programs  in  family  medicine  and  one  program  each  in  internal 
medicine  and  obs tetr ics-gynecology .     These  six  programs  train 
62  residents  per  year. 

—  In  1972,  the  year  of  the  AHEC  contract  award,  North  Dakota's 
ratio  of  physicians  to  100,000  population  was  85.1.     In  1977, 
five  years  into  the  AHEC  Program,  North  Dakota  had  climbed  to 
a  ratio  of  108.0.    Although  this  ratio  does  not  yet  approach 
the  national  average,  it  represents  a  significant  advance  in 
physician  manpower  for  North  Dakota. 

SOUTH  CAROLINA 

—  Increased  extramural  residency  positions  from  69  in  1972  to 
337  in  1980;   three- fourths  of  these  are  primary  care. 

— Senior  medical  student  rotations  to  rural  areas  have  increased 
from  27  weeks  in  1972  to  995.5  weeks  per  year  in  1980-81. 
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--Minority  physician  recruitment  programs  have  led  to  an 
increase  from  39  minority  physicians  in  19  76  to  84  minority 
physicicns  in  1980. 

—Seven  AHECs  now  form  a  statewide  network  for  health  education 
for  clinical  training  of  undergraduate,  graduate  and 
continuing  education  for  practicing  health  professionals. 

— Statewide  learning  resource  network  supplies  rural  hospitals 
with  modern  W  materials,  biomedical  communications  linkages, 
and  library  resources. 

— AHEC  has  retained  60%  of  all  residents  trained  over  the  past 
three  years?  56%  of  all  residents  over  its  history  have  been 
retained  and  are  now  practicing  in  South  Carolina. 

— 100%  of  all  senior  dental  students  are  involved  in  AHEC's 
extramural  dentistry  rotations. 

— 80%  of  dental  students  taking  part  in  the  dental  rural 

practice  site  survey  have  chosen  a  practice  site  in  the  same 
or  similar  rural  underserved  area. 

TUFTS 

— Jndergraduate  Medical  Education 

a.  Development  of  third  and  fourth  year  clinical  clerkships 
in  two  medical  centers,  and  fourth  year  preceptorships  in 
six  rural  sites  to  support  an  average  of  sixteen  third 
year  complete  clinical  third  year  rotations  in  each  of 
the  eight  years  and  a  total  of  11.1%  of  all  undergraduate 
clinical  education  at  Tufts  in  AHEC  sites. 

b.  Development  of  a  tracking  evaluation  method  which  shows 
that  students  who  participated  in  these  programs  have  a 
significantly  higher  inclination  towards  locating  their 
practices  in  non-urban  locations,  particularly  in  Maine 
where  the  AHEC  has  been  located. 

— Postgraduate  Medical  Education 

a.     Development  and/or  expansion  of  four  Family  Practice 

Residencies  in  Maino  where  there  were  none  prior  to  AHEC 
having  a  total  of  20  first  year  positions  and  62  residents 
in  training  at  the  end  of  the  08  year  of  AHEC  funding. 
78%  of  the  graduates  of  these  programs  located  their 
practice  in  Maine  and  76%  of  those  are  in  communities  of 
10,000  population  or  less. 

Expansion  of  the  only  other  jesider.-y  training  program  in 
Maine  at  the  onsec  of  AilEC  from  34  to  89  positions. 
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—Continuing  Medical  Education 

a*     lZ%il10n.0t  692  ri3itlng  Professor  clinical  sessions  m 
twelve  sites,  eight  of  which  are  rural. 

—Dental  Education 

a.  Provision  of  dental  externships  in  six  rural  Maine 

JuToT^L^V4?  stude"ts  Participating.  Approximately 
40%  of  these  students  eventually  located  practices  in  Maine. 

— Nursing  Education 

*'     q^i^Tk^0  thC  Family  Nurse  Associate  Program  of  the 
7f£aduat^rS1??  at  thC  U^iversity  of  Southern  Maine 
71  graduates,  all  m  practice  in  Maine,  42%  m  rural  areas. 

b.  Assistance  towards  expanding  nursing  education  to  two 
^r^r13"  °f  thB  Unlvers^y  of  Maine  system  and 
support  for  nursing  continuing  education  via  two-way 
telephone  system,  J 

—Allied  Health 

a.     Assistance  to  Southern  Maine  Vocational  Technical 

JecLci'ans'?"""3  trainin9  °f  48  "^^tory  therapy 

b'     ^h!^?^6  k°  SMVTI  tOWardS  trai"i^  of  285  emergency 

medical  technicians  either  at  basic  or  advanced  EMT  level. 

—Assistance  in  the  development  and  implementation  of  a  new 
Consontum  for  Health  Education  m  Maine  as  an  ongoing 
mechanism  to  promote  AHEC  principles  and  objectives. 

WEST  VIRGINIA 

—  Increased  primary  care  residency  positions  from  14  to  102  in 
^ AHE£?SPltaIS  Wlth  S1^lflcant  retention  m  regions  served 

"^cr^S1^  relations  through  AHEC ,  there  has  been  a 
graduates!"  °f  reSldents  who  are  foreign  medical 
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-Outreach  program  in  Pharmacy  utilizing  some  63  remote  sites 
is  fully  in  place. 

-A  nine-chair  dentistry  clinic  has  been  established  as  part  of 
the  AHEC  center  for  use  in  the  training  of  dental  students 
and  general  practice  dental  residents. 

-Continuing  education  programs  are  currently  being  taken  to 
seven  outreach  sites  throughout  the  AHEC  area  with  programs 
specifically  designed  to  meet  re<sional  needs. 

-Continuation  of  the  program  beyond  federal  funding  has  been 
offered  by  State  and  other  sources. 
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AHEC  Projects  Funded  Subsequent  to  1972 

CALIFORNIA 

for  C*lifornia  Statewide  AHEC  program  has  been  in  operation 

for  one  and  one-half  years.     It  has  organized  all  -ight  fully- 
developed  medical  schools  mtc      cooperative  relationship  with 
the  major  state  health  agencies  and  with  a  developing  network 
of  local  AHECs.    Twelve  local  centers  are  now  in  planning  or 
development  phases  and  four  more  are  expected  to  be  added  in 
fiscal  year  1983.    Of  these,  nine  will  have  an  urban  focus, 
while  six  will  serve  the  needs  of  rural  areas.    Much  of  the 
successful  experience  in  the  Central  Valley  will  be  useful  in 
the  new  endeavor,  but  new  approaches  to  the  university-community 
partnership  also  are  being  developed  in  urban  areas  where  the 
barriers  to  health  care  are  significantly  different  from  those 
in  rural  areas.    Although  some  parts  of  the  state  are  "over- 
doctored  ,  the  Division  of  Health  Professions  Analysis,  DHHS 
estimates  that  2.7  million  people  reside  in  primary  care  health 
shortage  areas  m  California  and  that  871  additional  primary 
care  physicians  are  needed  in  these  areas.     This  is  a  classical 
SKS^£/*ldlStributlon  whlch  has  resisted  solution  for  decades. 
Tfte  AHEC  progran  has  proven  to  be  an  effective  remedy  to  this 
problem.    The  California  AHEC  project  is  a  potent  alliance  of 
the  educational  resources  and  local  and  state  agencies  needed  to 
overcome  the  problem  of  maldistribution  of  health  professionals. 
These  efforts  are  carefully  targeted  to  areas  and  populations  of 
need  and  are  supported  by  the  California  Medical  Association  and 
other  important  professional  groups.     In  fact,  there  are  fourteen 
active  professional,  student  and  community  committees  which  are 
designing  and  evaluating  educational  components.     In  selected 
areas  of  severe  manpower  shortage,  we  will  increase  training 
opportunities  (over  100  new  primary  care  physician  residency 
positions  are  planned  to  be  added),  but  in  other  cases  we  will 
rely  on  other  mechanisms  to  induce  distribution,  including 
recruiting  and  retention  programs,  and  enhancement  of  the 
professional  environment. 

COLORADO 

--Medical  student  core  clerkships  exist  now  in  four  AHEC 
communities  where  none  previously  existed.     In  1980-81 
100  students  will  study  medicine,  pediatrics,  surgery 
obstetncs-gynecology,  and/or  psychiatry  in  community 
hospitals  away  from  Denver. 

— Procer-orships  for  meiical  students  have  been  greatly  expanded 
since  1977  when  only  5-10  students  per  year  participated.  In 
1980-31,  over  40  students  will  work  with  rural  Colorado 
physicians  through  the  AHEC  Program. 
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— Nursing  baccalaureate  students  are  using  rural  CoJorado 
hospitals  and  health  departments  for  part  of  their  clinical 
education.    For  the  first  time  these  rural  facilities  have  an 
opportunity  to  recruit  baccalaureate  nurses  for  their  community 
and  graduates  are  returning  to  the  sites  of  their  rural 
experiences  to  work* 

—The  AKECs  offer  continuing  education  to  practicing  health 
professionals  in  rural  areas.     During  1980-81  an  estimated 
4,000  rural  professionals  will  receive  continuing  education 
close  to  home, 

CONNECTICUT 

— AHEC  has  provided  key  support  in  establishing  a  required 
primary  care  clerkship  which  will  involve  70  fourth  year 
medical  students  each  year  in  urban  health  experiences  in 
underserved  inner  cities. 

--Supported  the  expansion  of  a  family  medicine  residency  program 
to  include  a  significant  focus  on  urban  and  community  health 
issues  and  needs* 

—Developed  contracts  with  seven  health  professions  schools 

including:    medicine,  dentistry,  allied  health,  public  health, 
nutrition  sciences,   nursing,  and  social  work  to  place  students 
in  discipline-specific  and  inter-disciplinary  experiences  in 
AHEC-developed  and  sponsored  sites. 

— Supported  the  development  and  implementation  of  a  school  nurse 
practitioner  program  to  upgrade  the  clinical  skills  of  school 
nurses.     Th*s  has  increased  their  ability  to  function  in  a 
mul ti-discipli nary  environment  and  has  expanded  their  under- 
standing and  utilization  of  community  health  resources. 

— Developed  a  univers l ty-wide  approach  to  minority  recruitment 
and  development,  including  linkages  to  public  schools,  other 
educational  and  training  programs  in  the  target  area  and 
branch  compuses  of  the  university. 

— Has  utilized  the  resources  of  key  agencies  within  the  Black 
and  Hispanic  communities  to  plan,  develop  and  implement 
educational  programs  for  students,  health  practitioners  ard 
community  residents . 


— While  only  in  the  middle  of  its  second  year  of  existence,  the 
Western  Kansas  Rural  AHEC  Program  has  already  planned, 
developed,  and/or  conducted  over  30  community-based  programs 
in  continuing  education  for  nurses  and  allied  health 
professionals.     The  programs  conducted  to  date  have  attracted 
over  500  individuals  in  nearly  15  different  communities. 
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—In  addition,  community-based  continuing  education  programs  for 
rural  physicians  have  been  initiated  through  the  AHEC  Program 
and  have  been  conducted  by  medical  school  faculty  in  cooperation 
with  medical  specialists  in  Northwest  Kansas.    Over  150  rural 
physicians  in  six  different  communities  have  attended  programs 
ranging  in  content  from:     medical  ethics  to  toxic  shock 
syndrome.     Dozens  more  programs  have  been  requested  throughout 
the  regions  for  the  upcoming  year. 

MARYLAND 

—Consists  of  three  active  AHECs  (two  urban  and  one  rural)  with 
plans  being  implemented  for  an  additional  rural  center. 

—One  of  the  urban  centers  is  unique  in  the  Nation  because  it  is 
designed  to  address  problems  of  ready  access  to  and 
maldistribution  of  health  care  providers  for  a  specific 
geriatric  population. 

—The  numbers  of  students,  both  graduate  and  undergraduate,  and 
residents  that  have  rotated  through  the  three  centers  for  the 
past  1  1/2  years  are  as  follows:  Medicine:  Undergraduates  - 
67,  Graduates  -  26;  Dental:  11;  Nursing:  86;  Pharmacy:  48- 
Allied  Health:     27,  for  a  total  of  265. 

—To  date,  three  physicians,  four  dentists,   four  social  workers, 
four  nurses,  six  nurse  practitioners,  and  three  pharmacists 
have  located  in  a  designated  underserved  area  in  the  State 
following  their  experience  in  the  Cumberland  AHEC  Program. 

MASSACHUSETTS 

—The  Massachusetts  Statewide  Area  Health  Education  Center 
Program  is  a  partnership  effort  among  three  medical  schools 
(University  of  Massachusetts  Medical  School/Worcester,  Boston 
University  School  of  Medicine,  and  Tufts  University  School  of 
Medicine),  ten  other  health  professions  schools  and  programs 
of  these  universities,  and  community-based  institutions  which 
have  planned  or  will  plan  local  Area  Health  Education  Centers 
(AHECs).     The  Program  is  federally  supported  and  was 
initiated  in  October,  1978. 

—Established  four  regional  AHECs ,  and  is  planning  two  additional 
centers. 

Assisted  in  the  establishment  of  a  primary  care  preceptorship 
program  at  the  University  of  Massachusetts  Medical  Center, 
required  of  all  students. 
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— Assisted  in  the  implementation  of  residency  training  in  inner 
city  Boston  health  centers  and  public  schools,  and  in  rural 
sites  in  Western  Massachusetts  effecting  a  total  of  33  primary 
care  residents. 

—  Increased  nursing  graduate?  in  Western  Massachusetts  by  12 
graduates  per  year,  developed  new  training  affiliations  in 
hospital  and  home  health  care  settings  for  nursing  students, 
fostered  career  ladder  opportunities  for  ADN  nurses  by 
facilitating  transfer  to  BSN  programs,  and  funded  the 
development  of  a  family  care  nurse  practitioner  program. 

— Assisted  in  the  establishment  of  a  preceptorship  program  for 
dental  students  in  Boston  neighborhood  health  centers. 

NEW  JERSEY 

— The  New  Jersey  AHEC  has  put  its  first  Area  Health  Education 
Center   (the  Greater  Camden  AHEC)  into  operation  on  October  1, 
1980,  and  is  scheduled  to  put  its  second  AHEC  into  operation 
(the  Central  Camden  AHEC)  on  October  1,  1981.     Both  of  these 
Area  Health  Education  Centers  are  dealing  with  the  complicated 
health  care  delivery  and  manpower  problems  of  the  urban  inner 
city  of  Camden. 

— Programs  involving  all  AHECs: 

a.  Consumer  Health  Education  Program  for  degree  students 

b.  Health  Care  Management  Program 

c.  Continuing  Education  Program 

d.  Learning  Resources  Program 

e.  Social  Work  Program 

Almost  all  of  these  are  either  new  programs  or  significant 
extensions  of  these  programs  into  urban  areas. 

— Numbers  of  Students  -  In  our  first  operations  year  of  our 
first  AHEC,  which  is  the  present  year  1981,  we  have  had  the 
following  student  rotations: 

a.  Undergraduate  Osteopathic  Medual  Students  -  29  students 
into  the  urban  area. 

b.  Undergraduate  Dental  Students  -  83  students  rotated 
through  the  area. 

c.  Allied  Health  -  6  physician  assistants  rotated  through 
the  area . 

d.  Bachelors  of  Science  in  Consumer  Health  Education  -  10. 

e.  Health  Careers  Exposure  at  the  High  School  level  -  620. 

f.  Medical  Social  Services  -  1. 

g.  Nutrition  &  Dietetic  Students  -  109, 

for  a  total  estinated  number  of  students  interacted  with  and 
rotated  through  this  urban  area  in  1981  of  858. 
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—Continuing  Education  -  we  have  had  an  estimated  32.3  days  of 
Continuing  Education  sinning  most  health  fields. 

OHIO 

—Ohio's  program  is  addressing  through  regional  education 

activities  those  problems  associated  with  a  rural  Ohio  popu- 
lation which  has  shown  an  8%  increase  while  the  physician-to- 
population  ratio  has  remained  constant  during  the  same  time 
period.    Problems  associated  with  underserved  urban  areas  are 
being  addressed  by  programs  being  developed  in  Cleveland, 
Youngstown,  and  Cincinnati. 

—Organizationally,  the  University  of  Cincinnati  College  of 

Medicine  serves  as  the  prime  contractor,  and  then  subcontracts 
with  the  other  six  medical  schools  in  Ohio  for  the  planning, 
development,  and  operation  of  regional  AHEC  programs.  Regional 
programs  at  the  University  of  Cincinnati  College  of  Medicine, 
Northeastern  Ohio  Universities  College  of  Medicine,  and  Case 
Western  Reserve  University  are  in  the  third  year  of  the  program 
and  are  operating  centers  in  Georgetown,  Youngstown,  Akron, 
and  Cleveland.    The  Wright  state  University  School  of  Medicine 
will  begin  its  third  year  on  April  1,  1981  with  an  operation 
of  a  Center  in  Dayton.     The  Medical  College  of  Ohio,  The  Ohio 
State  University  College  of  Medicine,  and  Ohio  University 
College  of  Osteopathic  Medicine  are  now  conducting  developmental 
activities  and  have  established  Centers  in  Sandusky,  Lima, 
Columbus,  and  Athens. 

—  In  addition  to  the  medical  schools,   24  schools  or  programs 
of  the  other  health  professions  are  participating  actively  in 
the  Statewide  Program.     These  include  dentistry,  nursing, 
pharmacy,  and  allied  health.     Students  from  these  disciplines 
as  well  as  medicine  are  being  trained  throughout  Ohio. 

PENNSYLVANIA 

—Medical  interviewing  was  completed  by  52  students  and  86 
students  completed  the  Introduction  to  Patient  Care  Course. 

—Seven  students  elected  clerkships  at  St.  Margaret's  and 

Shadyside  Family  Practice  Residencies  as  part  of  the  Primary 
Care  Senior  Elective. 

—Coordination  and  liaison  with  family  practice  residencies  by 
six  specialty  coordinators   (i.e.,  community  medicine, 
psychiatry/behavioral  science,  pediatrics,  otolaryngology, 
medicine,  obstetr ics-gynecology )   have  included 
(1)  otolaryngology  rotations  for  St.  Margaret's  and  McKeesport 
residents  (2)  a  dermatology  clinic  for  Shadyside  residents 

(3)  first  use  of  patient  simulators  at  St.  Margaret's 

(4)  psychiatric  teaching,  precepting  and  curriculum  development 
at  Washington,  Shadyside  and  St.  Margaret's  residency  program 
and  (5)  a  one-day  otolaryngology  workshop  for  residents  of 

six  Family  Practice  Residency  Programs. 
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—20  fourth  year  dental  students  participated  in  a  rural  clinical 
practice  at  Westmoreland  Hospital  Association  and  the  Curry 
Memorial  Home  one  day  per  week  for  16  weeks  (2  sessions). 

— Fifteen  third  year  dental  students  participated  in  an  urban 
externship  at  Mathilda  Theiss  Health  Center  one  day  a  week 
for  10  weeks. 

— Four  students  who  have  agreed  to  seek  employment  in  underserved 
areas  have  been  enrolled  in  the  Class  of  1980  to  be  trained 
as  family  nurse  practitioners.    A  unit  on  family  and  pediatric 
care  has  developed. 

—Primary  care  management  was  addressed  by  a  problem  identifi- 
cation conference  held  in  December,  1979  for  49  participants. 
This  was  followed  by  a  May-June,  1980  seven-part  seminar  series 
addressing  "Contemporary  Concepts  in  Management  for  Health 
Services  Professional." 

— Coordination  with  rural  health  centers  was  affected  by 
attendance  at  monthly  meetings  of  administrative  personnel. 

— Community  field  placement  sites  for  undergraduate  and  graduate 
clinical  dietetics  students  have  been  secured  (i.e.,  Alma  Illery 
Health  Center,  Allegheny  County  Adult  Services/Area  Agency  on 
Aging,  Magee  Women*  s  Hospita.1  ,  Mercy  Hospital  Ambulatory  Care 
Center) . 

SOUTH  DAKOTA 

— Program  was  initiated  in  1979,  so  is  relatively  new. 

— Has  alieady  had  an  impact  upon  the  recruitment  and  retention 
of  physicians  in  rural  areas  of  the  State. 

—  Is  conducting  continuing  education  programs  for  physicians, 
nurses,  and  other  health  providers. 

— Has  helped  to  establish  a  statewide  library/learning  resource 
system  for  health  providers  in  the  State. 

—  Is  cooperating  with  State  agencies  in  conducting  health 
manpower  assessments  for  the  purposes  of  documenting  health 
manpower  needs  in  the  State  and  for  determining  State  needs 
for  health  education. 

— Designated  by  the  South  Dakota  Board  of  Regents  of  Higher 
Education  as  the  official  planning  body  in  the  State  for 
State-supported  health  education. 
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EASTERN  VIRGINIA 

— The  Program  it  a  combined  rural-urban  program  involving  four 
AHEC  centers  (2  urban  and  2  rural)  encompassing  six  counties, 
eight  cities,  and  a  predominant  portion  of  HSA  V  (population 
1.3  million)  in  Eastern  Virginia* 

—After  only  six  months  of  operation,  the  Western  Tidewater  AHEC 
(Chesapeake,  Franklin,  Suffolk,  Southampton,  and  the  Isle  of 
Wight)  already  includes  the  following  components; 

—Ten  formalized  student  training  courses  (in  Medicine, 

Dentistry,  Nursing,  Pharmacy,  and  Allied  Health)  involving 
160  students  in  over  7,500  hours  of  clinical  training  and 
exposure  in  rural  AHEC  settings;  with  several  more  expected 
to  begin  in  the  coming  months* 

— Thirty-five  (35)  identified  continuing  education  program 
needs  which  have  been  identified  and  have  either  already 
taken  place  or  are  currently  being  developed. 

— Three  health  careers  awareness  programs  which  have  involved 
representatives  from  all  of  the  AHEC  affiliated  health 
science  training  programs  and  have  involved  over  2,500  rural 
high  school  students  (estimated  50%  minority  enrollment). 

—A  functioning  learning  resources  system* 

— The  AHEC  Program  is  already  encompassing  medical  student 
preceptorships,  clerkships,  electives,  and  individual  medical 
student  projects;  including  a  recent  10  week  medical  student 
preceptorship  rotation  for  62  students  into  AHEC  service 
areas* 

—The  AHEC  Program  has  developed  a  strong  Minority  Affairs 
focus* 

— AHEC  has  already  developed  collaborative  relationships  with 
HSA  V  in  developing  comprehensive  health  manpower  assessments 
in  the  area  in  Medicine,  Dentistry,  Nursing,  and  Pharmacy 
and  demographic  assessments  of  the  medically  underserved 
and  critical  health  manpower  shortage  areas* 
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CAlirORMlA  Dtl'ARTfSTMT  OF  HEALTH  SERVICES 


TESTIMONY  ON  HEALTH  PROFESSIONS  LEGISLATION 


The  California  Department  of  Health  Services  wishes  to  submit  the  following 
testimony  on  health  professions  bills  to  be  considered  by  the  United  States 
Congress: 

It  is  the  policy  of  the  California  Department  of  Health  Services  to  shift  the 
allocation  of  health  care  resources  toward  the  positive  promotion  of  health 
rather  than  the  treatment  of  late-stage  disease  processes.   The  cost-effect- 
iveness of  disuse  prevention  is  believed  to  exceed  that  of  curative  treatment 
of  disease.    It  is  further  believed  that  the  productivity  and  quality  of 
human  life  can  be  enhanced  throuqh  health  promotion  activities  such  as 
physical  fitness,  stress  management,  nutritional  awareness,  environmental 
sensitivity,  and  Increased  self-respcosibl  1 1  ty . 

To  the  extent  that  health  promotion  activities  require  the  direction  by 
trained  health  professionals,  the  implenentstion  of  the  state  policy  Is 
constrained  by  the  availability  of  such  professionals.   The  Federal  Government 
has  a  variety  of  programs  affectlnq  the  nix  of  skills  obtained  by  health  pro- 
fessionals throughout  the  educational  systeci.    The  State  of  California  urges 
the  Congress  to  direct  more  of  our  nation's  health  training  resources  toward 
the  development  of  orcventlve  health  and  health  proration  skills. 

The  persons  receiving  training  In  preventive  health  (Including  environmental 
and  occupational  health)  and  health  promotion  should  not  be  limited  to  physicians. 
Emerging  mid-level  health  practitioners  provide  a  means  of  expanding  services  In 
a  more  cost-effective  manner  than  can  be  achieved  through  a  reliance  on 
ohysiclans  alone.    An  Increased  number  of  mid-level  practitioners  have  the 
potential  to  Improve  the  availability  of  primary  care  services  In  a  less  costly 
fishlon.    The  use  of  mid-level  practitioners  can  also  facilitate  a  shift  from 
an  illness-oriented  health  system  to  a  system  oriented  toward  health  and  well- 
being. 

Tne  following  points  relate  to  specific  Issues  of  manpower  legislation: 

1.  General  Duties  of  the  Secretary  of  Health  and  Human  Services: 

The  Secretary  should  be  required  to  support  activities  designed  to 
empower  individuals  to  maintain  and  improve  pei sonal  health  status  through 
accessibility  to  nutrition  information,  physfctal  fitness  resources, 
stress  management  techniques,  and  other  health  proration  resources. 

2.  Capitation: 

Capitation  grants  should  be  weighted  toward  those  health  professionals 
that  provide  primary  care,  preventive  health  services,  ard  health  pro- 
motion services. 

3.  Incentive  grants: 

Incentive  grants  should  be  designed  to  increase  the  numbers  of  primary 
care  providers  as  a  percentage  of  the  total  number  of  health  profes- 
sionals; incentives  for  the  education  of  physician  extenders  (physician 
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assistants,  nurse  practitioners,  nurse  mldwlves)  should  be 
created. 

4.  Start-up  grants: 

Grants  for  the  initiation  of  programs  to  train  non-physician 
primary  care  providers  such  as  physician  assistants,  nurse 
practitioners,  and  nurse  midlives;  apprenticeship  programs  and  on- 
the-job  training  for  nurses  should  be  supported;  programs  at  nursery 
schools  that  train  nOn-physician  primary  care  providers  should  be 
supported. 

5.  HEAL  Loans  and  Health  Professions  Student  Loans: 

Student  loans  should  be  yeighted  toward  those  programs  that  train 
primary  care  providers  and  health  promotion  specialists.    Loans  should 
be  extended  to  programs  training  chiropractors  and  other  alternative 
health  providers  deemed  capable  of  improving  primary  health  car* 
services. 

6.  Loan  repayment: 

The  Secretary  should  be  authorized  to  repay  student  loans  for  health 
professionals  providing  primary  care  to  underserved  areas. 

7.  JJHSC  Scholarships: 

The  NHSC  scholarships  should  be  expanded  to  include  the  training  of 
non-physldan  primary  care  providers  Including  physicians  assistants, 
nurse  practitioners,  nurse  mldwlves,  and  nutrition  counselors. 

8.  Family  ffedicine  Departments: 

Grants  to  medical  and  osteopathy  schools  to  train  family  medicine 
practitioners  should  be  required  to  train  non-physician  providers  and  to 
train  physicians  to  oractice  family  medicine  in  cooperation  with  tne 
nOn-physician  providers  In  a  primary  care  team  approach. 

9.  Public  Health  and  Health  Administration: 

Special  emphasis  should  be  given  to  the  development  and  expansion  of 
programs  in  disease  prevention  and  health  promotion,  including  women's 
health,  geriatrics,  environmental  health,  occupational  health,  and 
nutrl tion. 

To  the  extent  that  funds  are  limited,  public  health  programs  should 
train  non  physician  personnel  that  will  Increase  the  availability  of 
preventive  health  and  health  prevention  activities  at  a  lower  cost  per 
individual  practitioner. 
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10.  Allied  Health  Professions: 

funds  should  be  allocated  to  the  training  of  nore  -Id-level  health 
practitioner*  capable  of  providing  preventive  health  and  health 
promotion  services  at  a  lower  cost  than  physicians. 

11.  Special  Projects: 

!eCiti,0I«,,S(d)*of.PH5  Act  lhou1d  reQu1r*  *he  Secretary  to  continue  the 
"""Dinty  of  the  5th  Pathway  Program  to  United  States  cltl  fens  par- 
ticipating In  the  Becas  Para  Atatlan  Program  sponsored  by  the  Mexican 

SrSTMo^  thC  BeC1L5lri  AlltUn  Pro*rl"'  CMc*"°  'ro- 
th*     ted  States  are  provided  scholarships  to  attend  undergraduate  and 
graduate  school  in  Mexico.   Upon  graduation  from  medical  school  In 
Mexico,  the  students  require  additional  training  In  the  U.S.  before 
becoming  fully  qualified  to  practice  tiedlclne.    At  present,  the  5th 
t'oT*  nlX  I*  *r*,!ib,f  f0r  th4t  P"POS..  but  It  may"  not  continue 
rLT./'f1!  *     duf  t0  the  ,ncrM"d  luoply  of  physicians  graduating 
p!SL?!Tied  Stit"   5*d1ci1  lch?°1s-    WM1e  ^continuation  of  the  Sth 
til  «lLJlqriZ  T/S°r  **?  n0iJ  be  *PProPr1«te.  a  specialised  version  of 
SJmIEL!?  shou1d\  **  continued  to  meet  the  needs  of  Chlcano  students 
participating  In  the  ^cas  Para  Atatlan  Program.    Those  students  agree 
to  serve  Chlcano  areas  In  the  United  States  as  a  condition  of  their 

??  Jcno1'rth1P*  from  the  Mexican  Government.    Since  the  Chlcano 
cownunltfes  are  generally  medically  underserved.  the  Beca>  Para  Aiatlan 
Program  represents  a  neans  of  raising  the  health  status  of  Chlcano 
populations  In  the  United  States. 
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i -•  niTii  it •>iinmi 

Om  MmI  •*  fubftc  Hm»  «* 


Inoi»x  tecrttwy 

fa  Mm*  tot***.  MfH 


Association  of  Schools  of  Pubic  Health 


Tht  Honorable  Orrin  Hitch 
Cht1 ra»n 

Ltbor  and  Huaan  Resources  Coaalttee 
U.S.  Senttt 

Washington,  O.C.  20510 


Oetr  Nr.  Chi  1  rain: 

On  bthtlf  of  til  tht  Oetns  of  tht  U.S. 
Schools  of  Public  Health,  I  respectfully 
subalt  our  coaaents  on  S.  799,  th*  "Health 
Proftsslons  Educttlontl  Assistance  tnd  Nurst 
Trtinlng  Act  of  1981".    We  tlso  want  to 
express  our  tppreclttlon  for  your  continuing 
support  of  the  Schools  of  Public  Hetlth. 
Your  Introduction  of  S.  799  Indicates  your 
recognition  of  the  laporttnce  of  Federtl 
support  for  hetlth  professions  trtlning 
Including  public  httlth. 


HKG/lc 

cc:    Ntabers  of  the  Senate  Coaalttee  on  Labor 
tnd  Huaan  Resources 


1500  WWion  fcxfcvafd 

Sum  607 
Aifangton.  Wbtm  22209 
(703)  S2S4334 
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Association  of  Schools  of  Pubfic  Health 


1500  Wtbon  Bodcvvd 

W  807 
Artn^on.  Wpria  22209 
(703)  S2SOJ34 


wcunvtcoMMrmi  Appjl  ^  )98) 

STATEMENT  OF  THE  ASSOCIATION  OF  SCHOOLS  OF  PUBLIC  HEALTH 
1°  IK  SEHJTE  LAB0R  AND  HUMA*  ^SOURCES  COWITTEE  ON 
MM^oI^f^^  PRCfESSIOHS  EDUCATION  ASSISTANCE  AND 
NURSE  TRAINING  ACT  OF  1981. 

The  Association  of  Schools  of  Public  Health  (ASPHK 
which  represents  all  of  the  twenty-one  U.S.  Schools  of 
Public  Health,  appreciates  this  opportunity  to  present 
Its  views  on  S.  799.  the  "Health  Professions  Educational 
Assistance  and  Nurse  Training  Act  of  1981". 

The  purpose  of  this  statement  1$  two- fold:    one  Is  to 
sake  the  Congress  and  this  Cowilttee  aware  of  the 
»ajor  training  and  financial  problem  facing  Schools 
of  Public  Health  today;  and  two  1$  to  clearly  spell 
out  the  ASPH  position  on  the  Federal  role  In  public 
u^MfH  health  professions  educational  assistance  programs. 

l^lZ  ^ll?  dcals  "itn  Protection  and  l.provatent  of  community  health 
by  organized  canity  effort.    Public  health  activities  are  essentially  a 

!r?  lot°^Crn",!!ft  TS,b!1Uy'  Th*  $crvice$  of  Public  hMlth  ancles 
are  not  reimbursable  on  a  fee-for-servlce  basis  as  are  personal  health 

£?\tlu  rSl.    JS*!?  ^at1n9  the  s*"pt0"s  of  di""«  1n  cne  person,  public 
health  1s  concerned  with  discovering  how  a  disease  occurs,  in  halting  Us 
spread  and  In  organising  program  for  those  who  have  been  or  may  be  affected 
?    !    i?  *  C0~i!Jity»  *tat«  or  Mtlon.    The  goal  In  theory  and  1n  practice 
i*rH.df$^!T  thS  SOur"  ?f  111  «d  to  reduce  or  eliminate  1t  at  the 

earliest  point.  As  a  public  responsibility  such  preventive  activities  have 
been  largely  supported  by  public  funds. 


I  Cam  wnl 


J?tL  11  >  l  J*"0™1  organization  representing  the  Deans,  faculty  and  students 
^.o^.""'  <"  Publ,c  He«Uh-    "*  Schools  represent  the  prlwry 

EE^S*""  ttat  -a1nS  PerSonnel  n«o«<  to  operate  our  Nation's  pu&Hc 
U  to nr^i"  ST"        i"  !TaUh  Potion  Programs.    «PH's  principal  purpose 
pe'rjonne?^  """"  "*  'ducat1on  and  training  of  professional  public  health 
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Public  health  measures  have  been  successful  in  controlling  communicable  diseases 
as  a  major  cause  of  death  In  the  United  States.    While  these  measures  should 
continue  to  prevent  a  resurgence,  today  the  mcjor  public  health  problems  fR  this 
country  involve  the  causes  and  control  of  chronic  diseases  such  as  cancer  and  heart 
disease;  the  control  or  elimination  of  environmental  health  hazards;  and  the 
provision  of  equal  access  to  quality  health  care  at  reasonable  costs. 

In  recent  years  Congress  has  addressed  these  problems  through  significant  legislation 
dealing  with  environmental  health,  disease  prevention  and  planning,  evaluation  and 
management  of  the  health  care  delivery  system.    Such  legislation  has  created  growing 
manpower  needs  in  public  health.    The  demand  Is  expected  to  continue  and  increase 
as  new  programs  to  improve  the  quality  of  life  and  reduce  health  care  costs  are  en- 
acted, yet  Federal  support  has  actually  declined  since  the  mid-196(Ts.(See  Table  I 
and  Attachment  A' and  D).  ~ 

Few  studies  have  been  conducted  on  the  impact  of  the  new  legislative  initiatives  on 
the  demand  for  public  health  manpower.    A  study  conducted  in  1973,  prior  to  the 
enactment  of  the  health  planning  law  and  the  current  emphasis  on  cost  containment, 
showed  a  short  fall  in  every  category  of  professional  public  health  manpower: 

U.S.  ESTIMATED  SUPPLY  OF  AND  REQUIREMENTS  FOR  SELECTED  CATEGORIES 
DF  PROFESSIONAL  AND  PUBLIC  HEALTH  MANPOWER* 


Professionals  with  masters  level  training  or  higher 


Occupational  Cateqory 

Base  Year 

Supply 
(197D  unless 
specified) 

1980  Supply,  assuming 
Constant  Reduced 
School  School 
Output  Output 

Possible  1980's 
Requirements 

Environmental  Health 

2.200 

4,300 

3,800 

5,000 

Epidemiology 

1.000 

1.800 

1,500 

2.000 

Health  Education 

2.000 

3,600 

3,100 

6,000 

Health  Services  Adninistration  8,500 

18,200 

15,300 

25,200 

Health  Statistics 

1,100 

1,700 

1.500 

2.500 

Maternal  Health,  Family 
Planning  I  Child  Health 

800 

1,800 

1.500 

2,000 

Mental  Health 

200 

400 

350 

1,100 

Public  Health  Dentistry 

300 

5S0 

500 

550 

Public  Health  Nursing 

2.457 

5.200 

4,500 

5.700 

Public  Health  Nutrition 

1.000 

1,800 

1,500 

2,600 

Public  Health  Veterinary 
Medicine 

200 

350 

300 

550 

♦  Department  of  Health  Aoministration,  School  of  Public  Health.  University  of  North 
Carolina.  Professional  Health  Manpower  for  Community  Health  programs.  Chapel  Hill, 
North  Carolina,  1973. 


The  Schools  of  Public  Health  are  the  major  manpower  training  resources  available 
to  meet  the  increasing  demand  for  highly  trained  and  competent  personnel  in  the 
public  health  field.  
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Federal  health  professional  manpower  policy  has  focused  al.ost  exclusively  on 
u'lysicians  a«J  has  based  policy  decisions  affecting  other  health  professions  on 
conclusions  relating  to  physicians.    For  example,  studies  ha\e  shown  that  there 
«ay  be  a  substantial  oversupply  of  physicians  around  1990.    Based  on  this 
finding  the  President's  FY  198Z  budget  request  assures  an  oversupply  of  all 
health  professionals  and  consequently  targets  its  request  for  health  profusions 
education  programs  at  minimizing  the  future  oversupply  of  health  profess lonols 
As  suggested  by  the  chart,  the  available  evidence  indicates  an  un-Jersupply  of 
p-jbl  ic  heatlh  personnel.    Also  the  recent  Surgeon  General's  report  .(Healthy 
People)  found  that  there  is  a  need  for  prevention  manpower  especi  a  ily~Tn  the 
fields  of  epidemiology,  bios t at  is t i cs  ,  health  administration,  environmental 
health,  occupational  safety  and  health,  nutrition,  among  others.    Further,  a 
December  1979  KHS  report  to  Congress  on  ccnaunity  and  public  health  personnel 
also  called  for  increased  Federal  support  to  programs  training  pro  -ssionals  in 
these  priority  public  health  areas. 

The  Schools  of  Public  Health*  have  been  educating  professionals  in  the  techniques 
of  public  health  practice,  health  preservation,  health  promotion  and  disease 
prevention  and  control  since  the  first  decades  of  the  twentieth  century.  Some 
Schools  of  Public  Health  had  their  begirnings  in  university  schools  of  ncdicine; 
others  were  conceived  from  the  outset  as  autonomous  units  within  their  parent 
institutions.    Today  there  are  twenty-one  fully  accredited  Schools  of  Public 
Health  in  the  United  States,  7  at  private  and  14  at  public  universities. 

Schools  of  Public  Health  are  distinct  from  other  health  professions  schools  in 
a  number  of  ways.  They  are  oriented  to  the  community  and  prevention  rather  than 
to  the  individual  and  cure.     They  train  people  in  a  value  system  that  is  equal  1- 
tarian  and  public  service  oriented.     They  train  persons  to  be  need  oriented  rather 
than  demand  oriented.    They  teach  techniques  of  need  response  and  how  to  view  the 
•community  as  a  patient".    Students  are  prepared  for  community  tearwork  and  adminis- 
tration rather  than  private  practice.    To  solve  community  health  problems  the 
typical  graduate  works  on  a  team  in  organized  community  action,  deals  with 
administrative  problems  and  must  understand  group  behavior  as  well  as  health  care 
techniques. 

located  in  17  states  and  Puerto  Rico,  the  21  accredited  Schools  of  Public  Health 
train  students  from  every  state  in  the  nation.    The  Schools  have  a  combined 
enrollment  of  over  7,000  students  and  a  faculty  in  excess  of  1.700.**  Graduate 
education  in  the  21  Schools  is  organized  around  a  number  of  major  specialties. 


•University  ofAlabama  in  Birmingham.  University  of  California-Berkeley.  University 
SL  f     SI?      L?i  C?lun?1a  University.  Harvard  University.  University  of 

?rji  1    X  ;fMm,noi*'  Th«  John*  Hopkins  University.  University  of  Low 

Linda,  University  of  Massachusetts.  University  of  Michigan.  University  of  Minnesota 
Un  vers  ty  of  North  Carolina.  University  of  Oklahoma,  University  of  Pit?sbur^! 
Z  AZ  tyr  ?     1,^°  R,C0'  UnW'ri1ty  of  South  Carolina,  University  of  Texas  a t 

!  7c"    rsU?'  University  of  Washington  and   Yale  University.  Boston 

oM^anY^  *  "Citation  '**  the  Fall 

**Wh«n  federal  support  for  Schools  of  Public  Health  began  in  the  late  1950s  11 

£*".MeT*nu  Attach  fno'u"'  ^ 
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Scrje  of  the  fields  of  concentration  offered  by  the  Schools  are: 

Behavioral  and  Social  Sciences 

Biostatistics 
tftn^ironoental  Health  Sciences 
^Epidemiology 

Health  Services  Administration, 
Policy  1  Management 

Health  Education 

International  Health 

Maternal  &  Child  Health 

Nutrition 

Occupational  Health  1  Safety 
Population  Studies 
Public  Health  Practice  1  Program 
Management  (e.g.,  public  health  nursing) 

Graduates  of  the  Schools  of  Public  Health  work  primarily  in  the  public  sector  in 
the  areas  of  health  promotion  and  disease  prevention.    They  represent  the  basic 
resource  pool  from  which  Federal,  state  and  local  health  and  environmental 
agencies  draw  their  manpower  needs.    Graduates  also  work  and  teach  in  university 
settings.  '  Industry  relies  heavily  on  the  Schools  to  train  their  employees 
involved  in  industrial  hygiene,  occupational  safety  and  health,  environmental 
toxicology,  among  others.    The  breakdown  is  as  follows:  50  percent  of  graduates 
in  a  single  given  year  go  into  Federel ,  state  or  local  government  service.  34  percent 
work  for  either  non-profit  community  health  agencies  or  universities  and  4  percent 
work  for  industry.  r 

ASPH  data  shows  thet  the  Schools  no  longer  primarily  train  professionals  for  state 
and  local  government  agencies.    In  response  to  e  demand  for  new  types  of  health 
workers  and  a  broader  concept  of  public  health,  the  Schools  have  made  major  efforts 
to  train  students  in  health  services  administration  and  epidemiology   now  the  two 
most  frequently  chosen  areas  of  specialization.    Health  services  administratis 
attracted  1,923  students  in  1979-80,  or  26.1  percent  of  the  toUl.   With  health 
planning  and  policy  studies  counted  in.  that  toUl  would  be  even  higher.  Epi- 
demiology narrowly  displaced  environmental  health/sciences  as  the  second  most 
frequently  chosen  specialty.    Environmental  health/sciences  ranked  third  with 
^Ji1^^^  1979-a0  t]2-2  percent),  while  "other'areas  of  specialization  was 
fourth  with  827  students  (11.2  percent)  and  public  health  practice  and  program 
management  ranked  fifth  with  651  students.  (8.8  percent). 

Students  who  attend  the  Schools  are  often  mid-career  professionals  with  a  prior 
commitment  to  public  service.    The  average  age  is  slightly  over  30.    A  large 
percentage  are  part-time  students  already  working  in  the  public  sector  while 
upgrading  their  skills.    It  should  be  noted  that  a  public  health  degree  does  not 
increase  the  income  potential  of  the  graduate  as  much  as  other  health  professions 
r9™*!;,  Sc*00?*  of  Public  "ealth  are  in  the  business  of  training  men  and  women 
for  public  service.   

The  21  accredited  Schools  are  two-thirds  state  owned  and  one-third  privately 
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owned.    None  of  the  private  Institutions,  except  the  University  of  Pittsburgh, 
received  state  support.    Private  schools  by  and  large  depend  on  the  traditional 
means  of  private  sector  support  such  as  endowments,  tuition,  gifts,  etc..  yet 
they  are  in  the  business  of  training  workers  for  the  public  sector. 

FEDERAL  ASSISTANCE  TO  SCHOOLS  OF  PUBLIC  HEALTH 

I.    Institutional  Support 

Federal  assistance  to  encourage  development  of  experienced  public  health  professionals 
began  with  traneeshlp  support  1n  1956,  thus  making  Federal  aid  to  Schools  of  Public 
Health  one  of  the  oldest  health  manpower  training  programs.    Federal  Institutional 
support  was  authorized  1n  1958  and  the  special  project  grants  program  began  1n  1960. 
Since  the  Federal  assistance  program  began,  the  number  of  accredited  Schools  has 
almost  doubled  from  11  to  21  and  the  enrollment  has  Increased  fivefold,  yet 
Federal  support  has  remained  constant  since  1975.    In  current  dollars.  Institutional 
support  has  declined  more  than  40  percent  since  1970. (See  Table  II  and  attached  charts). 

The  basic  intention  of  Federal  Institutional  support  to  public  health  schools  is 
to  increase  the  supply  of  health  manpower  in  fields  where  the  demand  is  high  and/or 
where  a  shortage  exists.    The  July  1979  Surgeon  General's  Report  said  that  although 
there  is  a  lack  of  public  health  manpower  data.*  there  are  definite  shortages  of 
certain  specialized  disciplines  such  as  epidemiologists,  b1ostat1st1dans,  occupa- 
tional and  environmental  health  workers  and  health  service  administrators.    The  over- 
whelming majority  of  these  professionals  are  trained  in  Schools  of  Public  Health. 

Institutional  support  to  both  public  and  private  non-profit  Schools  has  provided  a 
general  subsidy  which  may  be  used  for  any  educational  program  of  the  Schools 
including  teaching  and  community  service.    Such  grants  supplement  other  sources  of 
income  and  permit  a  degree  of  flexibility  in  program  development.   For  the  newer 
and  smaller  Schools  the  Institutional  subsidy  has  stimulated  growth  and  provides  a 
measure  of  financial  stability. 

Providing  basic  institutional  support  1s  a  means  whereby  the  Federal  government 
can  share  the  costs**  with  states  and  private  institutions  for  the  training  of 
public  health  personnel  to  manage  and  operate  governmental  health  programs 

The  Schools  still  need  flexible  but  accountable  funds  which  they  can  use  to 
support  parts  of  their  overall  Program  which  have  been  weakened  by  insufficient 
Federal,  state  and  local  and  private  financing. 

Adequate  training  and  research  funds  are  available  1n  certain  fields  such  as 
toxicology,  nutrition,  occupational  safety  and  health  to  partially  support  students 
and  to  purchase  supplies  and  equipment.    However,  there  are  no  categorical  funds 
available,  except  the  old  formula  grants  and  the  present  capitation  grants,  that 
provide  adequate  support  for  curriculum  development  and  program  support. 

ASPH  believes  that  S.  799  should  provide  the  basic  generic  support  for  improving 
the  quality  0f  the  curriculum  and  teach  techniques  and  enhance  the  capacity  of 
the  Schools  to  provide  health  promotion  and  disease  prevention  activities  in  the 
community . 


•Reasons  for  the  lack  of  data  are  several,  such  as  lack  of  uniform  and  fixed 
definitions  and  requirements  for  employment,  methodological  problems  and  high  costs 
of  gathering  information. 

♦♦Teaching  costs  per  student  per  year  approximate  those  of  medical  schools.  ASPH 
estimates  that  it  costs  $15,000  to  train  one  public  health  student  each  year. 
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An  alternative  to  capitation  Is  needed   because  of  the  general  disfavor  0f  the 
program.    While  It  has  been  effective  in  increasing  enrollment,  it  has  not  been 
effective  as  a  means  of  addressing  the  problems  of  specialty  and  geographic  mal- 
distribution.   Dealing  with  these  problems  requires  targeted  programs  of  assistance 
Basic  institutional  support  would  assure  the  health  care  system  an  adequate  supply  " 
of  public  health  professionals  In  defined  national  priority  areas.  HR  2004  targets 
financial  support  to  categorical  piograms  that  are  responsive  to  national  health 
requirements  and  programs.    The  quid  pro  £uo  Implied  in  Federal  support  1s  based 
on  results  In  terms  of  Increased  minority  enrollments,  public  service  commitment 
of  students  and  graduates  attracted  to  specialty  and  geographic  areas  In  need. 
Federal  support,  in  terms  of  inst itui tonal ,  student,  and  curriculum  assistance. 
challenges  Schools  to  place  emphasis  on  Federally  defined  piioncy  areas.  It 
ensures  the  training  of  professionals  (such  as  health  administrators,  biostatlstl- 
cians,  epidemiologists,  public  health  nurses,  preventive  medicine  specialists, 
envlronnental  and  occupational  health  specialists,  nutritionists,  maternal  and 
child  health  workers,  anong  others)  who  would  provide  services  in  disease  control, 
protection  against  health  hazards,  health  services  management,  reduction  of  cost, 
health  promotion  as  well  as  disease  prevention. 

The  Administration  has  proposed  the  termination  of  capitation  funds  for  all  health 
professions  schools  in  FY  1982  based  on  the  assumption  that  capitation  grants  are 
incentive  payments  to  Schools  to  increase  their  enrol lnent  and  are  no  longer 
needed  since  there  is  or  will  be  an  adequate  supply  of  licensed  health  professionals 
in  the  1980s  and  1990s.    Yet  ASPH  studies  and  two  prepared  by  HHS*  point  out  that 
the  demand  for  the  types  of  health  manpower  trained  by  Schools  of  Public  Health 
will  Increase  as  a  result  of  current  and  future  legislative  and  Administration 
Initiatives  in  the  fields  of  disease  prevention  and  health  promotion  (not  to 
mention  Improved  management  of  health  services  delivery).    These  initiatives  are 
looked  uDon  as  means  to  improve  the  quality  of  life  and  to  reduce  skyrocketing 
health  care  costs.  * 

In  view  of  the  growing  demand  for  health  manpower  stimulated  by  recent  passage  of 
Federal  programs  such  as  health  planning,  clean  air,  clean  water,  toxic  substance*, 
health  maintenance  organizations,  older  Americans  act,  nutrition  programs,  PSROs, 
and  other  federal  initiatives  such  as  home  health  care,    child  immunizations,  mental 
health,  child  health,  health  promotion,  rural  and  urban  health  initiativ-s.  among 
others,  the  ASPH  believes  that  continued  institutional  support  is  justified  by  the 
(^r^o£^ubllc  health  as  a  governmental  enterpri se  aimed  at  the  improvement  of  the 
public's  health.    Furthermore,  the  Schools  of  Public  Health  presently  represent  the 
major  source  of  supply  of  trained  personnel  to  implement  and  manage  the  Federal 
health  programs  and  initiatives.    Institutional  support  is  simply  a  partial  reim- 
bursement of  costs  Incurred  by  the  Schools  in  providing  comprehensive  training  of 
personnel  for  Federal,  state  and  local  governments,  industry  and  voluntary  health 
agencies  charged  with  the  responsibility  of  carrying  out  Federal   programs  and  meeting 
Federal  health  requirements. 


*A  December  1979  report  to  Congress  on  Community  and  Public  Health  Personnel  and 
the  Surgeon  General's  Report,  Healthy  People,    Also  the  Institute  of  Medicine  and  NIH 
have  repeatedly  stated  that  a  short  supply  of  eoidemiologists   and  biostatisticians 
exists. 
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The  Federal  funds  received  by  Schools  of  Public  Health  have  been  considered  to  be 
the  Federal  government's  share  of  preparing  public  health  personnel  to  meet  the 
needs  of  the  public  today  and  for  the  future.   The  amounts,  while  small  In  comparison 
to  overall  expenditures,  have  and  will  continue  to  contribute  io  the  preparation 
°0  ^t?  vll,al  hellth  resource.  The  percentage  of  Federal  funds  as  authorized  undar 
P  I.  94-48*  to  each  School  is  approximately  10  percent  of  their  total  budgets. 

The  capacity  of  the  Schools  to  respond  to  emerging  needs,  to  offer  a  balanced 
curriculum  and  to  provide  greduate  training  in  critical  areas  which  are  unsupported 
by  other  fundino  sources  would  be  severely  reduced  by  the  absence  of  Institutional 
support.    To  delete  institutional  support  now  or  In  the  near  future  will  diminish 
JUL?   IP  °i  *hVSchooU  J>  "™  the  Nation's  health  In  the  manner  Intended  by 
those  national  leaders  who  first  conceived  the  notion  of  financial  support  to 
Schools  of  Public  Health. 

ASPH  urges  the  Committee  to  amend  S.  799  to  provide  stable  supoort  t>  th*  School* 
of  Public  Health.    This  financial  assistance  would  enable  tSsT^MU^.ItMridutte 
institut  ons  to  provide  cateoorlcal  educational  programs  and  co«wun1ty  services  that 
art  complementary  to  national  public  health  shortaoe  areas  outlined  In  Healthy  People. 
The  quid  aro  ayo  Implied  in  Federal  assistance  would  be  based  on  results"  1 


-   Increased  supply  of  professionals  working  1n  nationally 

defined  specialty  shor^ge  areas  such  as  health  administration 
and  management,  b1ostat1st1cs ,  epidemiology,  nutrition, 
gerontology,  environmental  and  occupational  health  (Including 
toxicology),  health  promotion,  maintenance  and  disease 
prevention,  among  others. 


-   Increased  supply  of  manpower  needed  to  Implement  national 
public  health  and  health  care  service  programs. 

I?Si-!f*5lfIfftlon  f0r  c??t1nu1n9  Institutional  support  to  students  and  Schools 
h?oli  l*lu  *i  9f?rilly  ?*  sw*  "  1t  W|S  20  y*4r*  W  when  the  program  fi 
began.  Public  health  schools  train  personnel  for  public  service.  The  Federal 
government  has  a  direct  Interest  In  assuring  that  an  adequate  supply  of  public 

tl  i£  5!^°°nel  1s  tri1ned  1n  quil1tr  Institutions  to  manage  and  operate  the 
health  delivery  system  in  the  mtiMit  <»t*r*tt 


11  -      Student  Assistance  (Traineeshlps) 


ASPH  strongly  urges  enactment  of  a  tratneeship  section  in  S   799  to  oravid* 
Xu ^ntV^ering  or  continuin   tneVp'rore  ..Ion* ee'rs 
1n  public  health.    The  traineeshlp  program  is  intended  to  attract  hloh  tSiLr 
students  and  to  offer  the  ecolK»1call/d1sadvanUgrt^es%^all^^ m1noVl"e 

win  Mke  it  even  »ore  difficult  for  low-income  students,  particular  minorities, 
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p«*t  of  .sag  sssais  s?.???js;ipsj?s  «on-  0w 75 

cowwnlty  egencles  ,nd  universities.   Their V^St  wUry  l^lIT^  «fll?t«i  . 

Mint  less  money  to  be  spreed  Mong  .ore  students"  (See  T.blt 

pnysic^'st^entJ0 ^^esla^pr^r^"  *  C°«*mUt  In  recrultfng 

9T^rte^JtrtySor1unrSJnH!^,S.0f  r**'^  HM,t?  ,J  i««"-on  the 

sras  th. 


-In  1979-80  .  53.6  percent  of  public  health  students  «re  women. 
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III.  SpecUl  Projects 

ASPH  supports  the  special  project  grant  section  of  S.  799  (Section  790)  This 
provision,  however,  does  not  replace  losses  to  the  Schools  brought  on  by  Inflation. 
As  Inflation  has  gone  up.  Federal  assistance  1n  special  project  grants  has  gone 
down.    In  FY  1973,  the  Congress  appropriated  $6  million  for  special  projects; 
In  FY  1981  It  approved  $5  wllllon  which  represents  $3.0  million  1n  1972  dollars, 
ret  School  enrollment  Increased  40  percent  since  1973.    (See  Table  IV). 

These  grants  are  used  for  projects  that  are  designed  to  place  emphasis  on  curriculum 
1"  0f  Mt10n41  P«bHc  health  manpower  needs  (epidemiology,  blostatl sties, 

health  administration,  nutrition,  gerontology,  environmental  and  occupation 
health,  maternal  and  child  health,  among  others).    These  grants  are  used  to 
complement  Federal  Initiatives  that  are  stimulating  a  growing  demand  for  public 
health  personnel.  Y 

The  special  project  grants  program  began  1r.  1960  and  was  Intended  to  aid  accredited 
Schools  of  Public  Health  to  develop  new  programs  and  expand  existing  programs  1n 
blosUtlst  cs  and  epidemiology,  health  administration,  health  planning,  health 
policy  analysis  and  planning,  environmental  and  occupational  health  and  dietetics 
and  nutrition.    An  amendment  by  the  95th  Congress  opened  this  authority  to  any 
educational  entity  offering  programs  in  the  above  areas  without  Increasing  the 
authorization  level.  * 

Project  grants  provide  support  for  the  development  of  training  oppoi  tunltles  1n 
public  health  to  meet  emerging  national  priorities  for  public  health  manpower 
competencies.    These  Include  the  training  of  leadership  for  management  and  specialized 
responsibilities  1n  new  and  projected  health  agencies  and  agencies  to  control 
environmental  health  hazards,  plus  private  Industry. 

Project  grant  appropriations  have  been  decreasing  since  1973.  Inflationary 

h,vt  !cct,erite?  that  decline.    Calculated  in  constant  dollars  In  the 
In  FM97? 7see*Table0lYj5  "1111°n  1$  40  perCent  1e$$  0,10  the  amount  •PP'WHted 

Further.  Schools  of  Public  Health  do  not  receive  all  of  the  money  appropriated. 
As  a  competitive  program.  Schools  of  Public  Health  must  now  compete  with  oil 
programs  1n  health  administration,  environmental  health,  nutrition  and  other 
educational  entitles  offering  training  1n  the  specified  fields.    However,  we 
support  Federal  assistance  to  these  programs  since  they  greatly  contribute  to 
the  needed  public  health  Manpower  pool. 
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^E'nSEl  £J?  fJteS°ric!1  runds  available,  except  the  old  formula  grants 
and  the  present  capitation  grants,  that  provide  support  for  curriculum  development 
and  program  support.   ASPH  believes  that  Increases  for  special  project  graSt? 
would  provide  the  basic  generic  support  for  Improving  ^quaH^of  thfwrHculu-i 

5t^«el22S,S!!ti  iB?.ftnttnf?.the  Capic1^  of  the  Schools  and  health  a^n- 
istratlon  programs  to  provide  health  promotion  and  disease  prevention  as  well  as 
health  services  management  activities  1n  the  comnuMty,  state  and  Nation. 

Iv'   Preventive  Medicine.  Dentistry  and  Public  Health  Residencies 

ASPH  urges  the  Committee  to  re>*  •♦'.-out  a  provision  to  S.  799  that  provides  suooort 
nnJ^^nCi!%iniPubliC  hMlth  *od  P™«"t1ve  medicine.   Heal  thy  PeoplTunder? 
lined  the  need  to  Increase  the  supply  of  professionals  in  these  specM  practice 

u*li  rreCe"J  InLtUute  0f  MediCi"e  '*  Mil'  fir 

»1?£L2P?  Cii!l  *  nw**r  of  r«°"*"<J«t1ons  Including  one  to  Increase 

the  number  of  residency  positions  In  preventive  medicine.    The  recent  GHENAC* 

AtttinT       °Ut  f°r  Wci™  in  "Is  specie ltTa?ea^See 

!S??^;C!?2  ?JI\i!\sist!r  or9*ni"t1ons,  the  American  College  of  Preventive 
Medicine  and  the  American  Teachers  of  Preventive  Medicine.  In  their  efforts  to 

Th2  ~Z?il  EE??^  ^  nK6"Vf  p2*ram$  in  Preventive  medic 

hSL       >     ""V  a  c^nqe  is  10  be  ejected  In  the  health  care  system  to 
rl??ibout  II  ?r?Ur  •»Ph*siJ  0n  Prevention,  a  change  must  be  made  1h  the 

mntl  11  not  traiB€d  10  un0>rjUnd  the  potential  of  prevention.    To  pro- 

mote an  awareness  of  prevention  within  the  medical  profession.  It  Is  necessary 

h«Itht-InB22r?t1?ni0f  prJVe?^0n  PrinciPl«  -Ithln  federal 'poll*  r£arS 
hea  th  manpower  training.   S.  799  should  provide  incentives  to  wdlcal  school? 

fVSXmS  ?rv5ntion  "j"1"  *'ir  curriculum  and"y  pro^dln^d  re^t"up~ort 

Sitrj»  tS  ^udents  S  pre- 

V*    Contlnulno  Educate  *m  »^ith  p»i^y       mnirtrmrnt  T.Hnlni] 

ASPH  urges  the  Committee  to  report-out  a  section  In  5.  799  that  would  taroet  fund* 

aJesT^H^n^??JXS^r^^"l9ned  to  trt1n  *^Job^SJ.lS3l. 
l£SL*t  Vf  EES.  I^ffi*  S011^-  "•"■Wwnt,  finance  and  aom1n1strat1on.  Recent 
enactment  of  Federal  health  and  environmental  laws,  plus  expandlno  exo#rtatiftn«  VZ 
£«\1?^<P"C  ^tlclpatlon  in  personal  «d  naffl  h^l^fffl^!  greater 
tZSL *1  ^Sl^S0™*  and  lBpr0vtd  heaith  se^ices  management,  all  have 

of  th«  epproxi^tely  ,50.000  people  fro  the  publ  c  he   th  wort  force  on      5Trc  i 
h*lf  of  th*  toul  requires  jhort-tene  re-training  in  order  to  help  them  keeo  m 

CSWSch^:1'" of  hei,th  pr09™  *nd »  «~1W3  * 

(fe)POrSeet°AruSZnt?ec?r*dU,tt  Med,C4'  HtU°n"  <=-"*« 
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Thtrt  Is  an  urgent  nt«d  for  trained  policy  planners  and  nn.n.rt  »u      ■>    k  . 
health  system,  Including  many  in  public  and  PrivaU  wn-Drof?no«r?J9h°Ui  tht 
institutions  that  are  „ot  diiectly  engaged  InthV^SvUioS  of  J?«2.CU$  *nd  . 

ASPH  urges  the  Members  to  support  program  that  effect  constructive  change  by 
widening  the  perspectives  and  Increasing  the  management  capabilities  of  senior 
and  mid-level  executives  and  leaders  who  ere  responsible  for  directing  health 
agencies  such  as  HHOs,  HSAs,  community  health  centers,  hospitals,  state  and 
local  health  departments,  environmental  agencies,  among  others,  including  Industry 
managers. 


VI.   facilities  Maintenance 

ASPH  urges  the  Committee  to  approve  provisions  1n  the  health  manpower  act  that 
provide  assistance  to  Schools  of  Public  Health  for  construction,  renovation  and/or 
refurbishment  of  facilities  to  provide  appropriate  teaching  and  research  environ* 
ments  for  students  and  faculty.   S.  799  would  support  the  Schools  1n  expanding 
their  programs  In  vital  public  health  disciplines  to  Incorporate  the  necessary 
elements  Mhlch  ASPH  maintains  are  so  desperately  needed.  However,  the  bill 
does  not  provide  fiods  for  additional  space  requirements  that  would  be  needed 
If  S.  799  Is  enacted. 

present  plans  to  terminate  grants  for  construction  and  extremely  Halted 

funds  for  renovation  of  teaching  fecllltles.  Ignore  the  ImpHcetlons  of  federal  laws, 

Initiatives  and  the  Surgeon  General's  report  which  will  stimulete  the  growing  demand 

2hef£  !f  Mile1  S*"??S*r; 1 1 If  «*«Pt«CM«  regarding  growing  demands  are  true,  the 

S£E  ^Himll  C""1th  "1"         »•  construction  grants  in  order  to  expand 

ft  SrfiSSiI  15  ?J!  •clcof^dttt  tht  "tcessary  Increase  In  enrollments.   Many  of  the 

en4l  w  ?1  1^1  V"U\trt  ^"""f  4t  tnelr  capacity  level,    expansion  of 

ttLcnln*  ^ondltlSis      flr0W   8  Ovtrcrowdtd  4nd  'appropriate 

VU.   Health  Personnel  Date  end  Manpower  Projections 

ASPH  requests  extension  of  Section  7M  of  P.L.  94-4M  that  asks  the 

Secretary  to  collect,  compile  and  analyze  date  on  ell  sectors  involved  1n  the 

2Jfl^wtrI<cf!wdf,,vtry.systi--  W<th  th«  *******  bt"*  P'«ed  on  the  Schools 
of  Public  Health  to  provide  deU  to  the  executive  end  legislative  branches  of  the 
Federel  government,  It  becomes  imperetlve  that  a  central  had  systaa  of  date 
collection  be  continued.   At  tht  present  time  such  e  system  1s  operetlng  end 
cen  provide  Information  on  applicants,  students,  graduates,  feculty  research 
fIr!,C5!L'??  •yirtiUnt  in  Schools  of  Public  Health.   Because  of  the  need 
*rj?lS!?Uc  d,t«  «"  f/'r*1?  f«hion.  federel  funding  is  necessary 

Kbnl  «!  V^l  llence  on  public  health  manpower  production  1n  the  Schools  of 
.^115Jrt1th:u  AUoi  ^<s  ty*  of  *U  collection  and  surveillance  needs  to  be 
extended  to  other  schools  and  programs  that  produce  specialized  heel  th  manpower 
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Further  in  on  effort  to  aonitor  the  ability  of  the  production  aystea  to  fill 
aenoower  reoulreaents  of  the  wort  fore*,  studios  oust  bo  undertaken  to  assets 
public  heelth  aenpower  requirements  In  all  toctor  of  tht  htolth  delivery  systea, 
especially  in  the  public  soctor.  Contrary  to  tht  othtr  health  profusions 
(physlclsans,  nurses,  dentists,  pharaaclsts,  veterlnerl  ens,  optometrists,  ate.) 
no  federal  studios  havt  boon  undtrtakon  on  tht  nttd  for  tht  prtsantor  futurt 
supply  of  public  httlth  workers. 


WA  urges  tht  Coaalttee  to  provide  assistance  to  not  only  conduct  studios 

to  datoralnt  tht  deaond  for  public  htalth  personnel,  but  to  determine  tht  cost 

of  educating  and  training  community  and  public  Htalth  workers,  as  wall  as  Identifying 

functional  and  geographic  araas  In  which  thtro  ara  shorUgtt  In  national  priority 

needs* 


VIII.   Tht  Adnlnlstrttlon's  Propotjl 

*  understand  that  tht  Administration's  bill  will  propost  to  ond  capitation  but 
H  will  conttr.ue  to  provldt  Halted  support  and  currlculua  Otvelopaent  aonles 
to  Schools  of  Public  Htalth.   htctnt  NHS  rtports  to  Congress  sUU  that  a  short 
supply  of  public  heelth  ptrsonntl  exists  in  our  notion.  It  Is  surprising  and 
confusing,  therefore,  for  tht  Administration  to  proposa  drastic  reductions  in 
Federal  support  to  Schools  of  Futile  NtaltX.  Given  tht  prtstnt  sUU  of  tht  economy, 
certain  roductlons  In  Fadtral  s ponding  Is  justified.  However,  to  recommend  cuts 
Inprogrons  that  contribute  to  keeping  individuals  out  of  the  nodical  care  system 
does  not  make  sanse.  Cost  savings  In  the  health  care  syston  can  be  achlaved 
through  greater  enphasis  (not  reductions)  on  progrsns  that  keep  peopla  and 
communities  healthy. 


IX.  Suw^-y 

ASM  urgts  the  Coaalttee  to  Include  refarences  to  public  health  In  the  proomble 
of  the  bill  thet  would  ••and  F.l.  94-4*4.  ASM  suggests  that  the  revised  act  be 
complementary  to  the  Surgaon  General's  report  Healthy  People: 

It  Is  the  thesis  of  this  report  that  further  Improvements  in  the 
health  of  the  MerUan  peopla  can  and  will  be  achlaved  —  not  •tone 
through  Increased  nodical  cara  and  graatar  health  expenditures  —  but 
through  a  rantwed  national  coast taent  to  af forts  designed  to  prevant 
dlsaasa  end  to  proaote  health. 


Further,  tha  preamble  should  nota  another  finding  In  Haalthv  People: 

In  tha  field  of  public  health,  In  contrast  to  personal  health, 
aenpewer  thorteges  ere  believed  to  exist  In  some  key  fields, 
including  occupetlonel  heelth,  ep1dta1o1ogy,  blostetlstlcs,  and 
health  services  edalnlstretlon. 
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In  summery,  the  ASPH  believes  that  continued  federal  assistance  1$  actwlly 
en  investment  at  the  front  end  of  the  health  care  system.    The  Schools  (I.e., 
through  their  students,  graduates,  researchers,  faculty  and  community  service 
program)  will  not  only  help  prevent  illness  but  will  also  help  slow  down  the 
rapidly  escalating  costs  of  medial  care.    Providing  basic  institutional  and 
student  support  is  a  means  whereby  the  Federal  government  can  share  the  costs 
with  state  and  private  institutions  for  the  training  of  public  health  personnel 
to  manage  and  operate  governmental  health  programs.    Public  health  is  a  public 
responsibility.    Schools  of  Public  Health  train  personnel  for  public  service. 
The  Federal  government  has  a  direct  interest  in  assuring  that  an  adequate  supply 
of  public  health  personnel  is  trained  in  quality  institutions  to  manage  and  open 
the  health  delivery  system  in  the  national  interest. 

ASPH  thanks  the  Committee  on  Labor  end  Hunan  Resources  for  the  opportunity  to 
present  its  views  on  S.  799.  the  "Health  Professions  and  Education  Assistance 
and  Nurse  Training  Act  of  1981."   ASPH  urges  favorable  consideration  of  S.  799 
with  suggestions  outlined  in  this  statement. 
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TAiU  I 
•udfit  HHtory 
Public  HMlth  Trt1n1r^  Apprflpr1«t1ons 
(ConsUnt  OolUrt)1 
1944  -  1900 


■  ••F 

»r  otrittor 

ta*»i2 

Prctftct* 

( tatltutloful '  Tra1rw#sMpsz 
 Support) 

1944 

14 

43.3 

$12,744,300 

$3,199,550 

+J.QQI ,9/v 

$4,427,170 

IMS 

14 

45.1 

14,592,900 

3,440,240 

1  UO  9  Art 

I.S  IZ.MQ 

1944 

IS 

M.4 

21,194,800 

5,447,950 

5,114,950 

10.233.910 

1947 

15 

72.5 

23,103,400 

4,894,550 

5,172,410 

11,034,480 

1948 

13 

71.9 

21,451,400 

5,851,750 

5,201,940 

10,403,120 

IMS 

11 

11.9 

21,332*100 

.4,003,440 

5,940,430 

9.744.000 

1470 

11 

M.3 

20,445,400 

5,948,514 

5,834,910 

9,040,020 

un 

17 

94.5 

19,014,900  : 

4,779,890 

5,348,140 

8,888,880 

1972 

17 

100.0 

11,471,000 

4,517,000 

5,584,000 

8,400,000 

1973 

It 

107.5 

20,013,000 

5,581,390 

5,581,390 

8330,230 

1974 

11 

111.9 

17,254,200 

4,793,940 

4,793,940 

7,470,310 

1975 

19 

127.3 

14,119,400 

4,320,500 

4,434,720 

7,144.180 

1971 

19 

137.7 

14,901,900 

3,994,190 

4,284,470 

4,423,090 

1977 

19 

144.23 

14,031,900 

3,741370 

4,038,940 

4,238,030 

1971 

21 

150. 3* 

11,909,500 

3,324,480 

3,925,480 

4.457,350 

1979 

21 

142.7 

10,947,113 

3,071,819 

3,424,747 

4,300,547 

19*0 

21 

177.3 

10,431,390 

2,819,284 

3,545,049 

3.944.997 

I*11en  pr1e»  fcflrtor  for  I 
Jwm.it  lift 

1  Want  Qmrtw  U77 
*  CttlMM 


•  '00.  Ccooarlc  froort  of  th..  Pr«t<b«t. 
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TML£  II 
Appropriations  History 
Public  Htalth  Institutional  Support 
Currant  and  Constant  Dollars 
1964  -  1980 


Fiscal 
Y#ar 

No.  Schools 

Appropriation 

(StaWTocal  gov't} 
GHf  Otflator  1 

Appropriation  - 
(In  constant  dollars)* 

1964 

14 

$1 ,900,000 

63.3 

$3,001 ,570 

1965 

14 

2,500,000 

65.1 

3,840,240 

1944 

15 

68  4 

i  it<  Acn 

9,1 10,9X1 

1947 

15 

3,750,000 

72.5 

5,172,410 

1968 

15 

4,000,000 

78.9 

5,201 ,560 

1949 

14 

4,554,003 

81.9 

5,540,430 

1970 

14 

5,154,000 

81.3 

5,836,9T0 

1971 

17 

5,054,000  , 

94.5 

5,348,140 

1972 

17 

5,554,<WT 

100.0 

5,554,000 

1973 

18 

6,000,000 

107.5 

5,581,390 

1974 

18 

5,700,000 

118.9 

4,793,940 

197S 

19 

5,900,000 

127.3 

4,634,720 

1974 

19 

5,900,000 

137.7 

4,284,670 

1977 

19 

5,900,000 

146.23 

4,035,560 

197I5 

21 

5,900,000 

150.34 

3,925,460 

1979 

21 

5,900,000 

162.7 

3,624,747 

1980 

21 

6,500,000 

•  177.3 

3,665,069 

Illicit  prlct  dtflator  for  GNP,  1972  •  100.  Economic  Rtoort  of  tho  Prtfi 
January  1976  — 

*  Houndad 

3  Stcond  quarttr  1977 

4  CstlMtad 

Hrst  ytar  for  Capitation  grant  allocation 
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tabu  in 

•udgtt  History 
fcAlfc  Htalth  TrtlnotsMp  ApproprUtlons 
(In  Currtnt  and  Constant  DolUn1) 
1964  -  1980 


Yttr 

No.  Schools 

(Currtnt  $) 
Tralnttshlps 

W  Oof U tor 

(Constant  $)- 

<M4 

14 

14,195,000 

63.3 

$6,627,170 

IMS 

14 

4. 500.000' 

65.1 

6,912,440 

T964 

15 

7,000,000 

68.4 

10,233,910 

1967 

15 

8,000,000 

72.5 

11,034,480 

1961 

15 

8,000,000/ 

76.9 

10,403,120 

1941 

16 

8,000,000 

81.9 

5,768,000 

1970 

16 

8,000,000 

88.3 

9,060,020 

1971 

17 

•»400,0p0 

94.S 

8,888,880 

1972 

17 

8,400,600 

100.0 

8,400,000 

1973 

11 

9,600,000 

107.5 

8,930,230 

1974 

18 

9,120,000 

118.5 

7,670,310 

1975 

19 

9,120,000 

127.3 

7,164.180 

1979 

19 

9,120,000 

137.7 

6,623,090 

1977 

19 

9,120,000 

146.23 

6.238.030 

1978 

21 

7,000,000 

150.34 

4.657.350 

1979 

21 

7,000,000 

162.7 

4,300.547 

1980 

21 

7,000,000 

177.3 

3.946,997 

1  SbSjS*  d,fUtor  ,or  1972  * m-  Ec<yxMric  tooort  ■*  aa  tnUMh 

2  RowuM 

3  Second  qu*rt»r  1977 

4  Cstlattrt 
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TMU  IV 
lu*tt  History 
Sptc1«1  Jrojocts  In  Mile  Httltfc 
(Currtnt  u\4  Cons tmt  OolUrt1) 
1964  •  1980 


(Currtnt  $) 
froitct 

Of 

Otflttor 

(Constat,!) 

1944 

$2,000,000 

13.3 

$3,159,550 

1945 

2.500.000 

15 .1 

3,840,240 

INC 

4.000.000 

68.4 

5, C47J50 

1X7 

5,000.000 

72,5 

f,  894,530 

ISM 

4,500,000 

'  71,9 

5,351,750 

WW 

4,917,000 

8M 

1.003,440 

1970 

4,917,000 

06.3 

5.568.516 

1171 

4,517,000 

94,5 

4,779,090 

1171 

4,517,000 

100.0 

4,517,000 

1173 

1,000,000 

107.5 

5,501,390 

1174 

5,700,000 

H8,9 

4,793,940 

1175 

5,500,000 

127.3 

4.320,500 

1970 

5,500,000 

137,7 

3.994.190 

1977 

5,300,000 

144.23 

3.711.970 

1970* 

5,000,000 

150.34 

3.326.400 

197I5 

5,000*000 

162,7 

3.071.619 

I9605 

5,000,000 

177,3 

3.065.069 

1  fillS**/*,"  m'  1,72  "  1W-  Ccowric  moort  of  flu 

rrtfltot.  Jwiff  1971  i  ^ 


So<w»4  qutrttr  1)77 

S 


4  CjtlMt* 


Itofcor  of  Schools  of  Futile  Hooltfi:  21 
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INTERNATIONAL  CHIROPRACTORS  ASSOCIATION 
AMERICAN  CHIROPRACTIC  ASSOCIATION 

Hearings  on  S.799 

Cooetittee  on  Labor  and  Human  Raaourcee 
United  Stataa  Senate 
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INTRODUCTION 


Tht  Association  of  Chiropractic  College  Presidents,  the 
International  Chiropractors  Association  and  the  America^  Chiro- 
practic Association  are  pleased  to  submit  this  statement  for 
tht  hearing  record  on  S.799  and  the  reauthorization  of  health 
maftpower  programs.  We  are  grateful  for  this  opportunity  to  share 
with  tht  Committee  the  concerns  of  the  chfropractlc  profession 
about  the  federal  programs  In  tho  health  professions  area. 

We  recognize  that  with  federal  budgetary  constraints,  dif- 
ficult choices  must  be  made  by  this  Committee  as  it  establishes 
priorities  and  funding  levels  for  health  manpower  programs.  During 
this  review,  It  must  be  noted  that  while  much  progress  has  been 
made  1n  solving  the  problems  these  programs  were  designed  to  ad- 
dress, much  remains  to  be  done.  The  progress  made  in  ensuring  a 
well-trained  supply  of  health  care  practitioners  adequate  to  meet 
the  needs  of  all  Americans  has  largely  been  a  result  of  federal 
health  manpower  programs.  The  tremendous  gains  made  by  medicine 
and  the  other  health  disciplines  In  increasing  the  quality  of  their 
academic,  research  and  training  programs  have  been  due  In  no  small 
part  to  the  federal  assistance  these  programs  provided. 

Sharply  escalating  costs  In  health  professional  education, 
research  and  training,  however,  threaten  both  to  eradicate  the  gains 
that  nave  been  made  and  to  prevent  further  advances.  Continuing 
federal  assistance  will  be  required  If  health  professional  schools 
are  to  continue  to  provide  high-quality  education  at  levels  afford- 
able to  all  capable  students.  The  problems  of  geographic  maldistri- 
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bution  and  lack  of  minority  find  female  representation  will  also 
contlnut  to  require  federal  assistance. 

As  this  Committee  Is  aware,  chiropractic,  alone  among  the 
major  health  disciplines,  Is  not  eligible  for  equal  participation 
in  the  various  federal  health  manpower  programs,  without  benefit 
of  the  federal  assistance  medical  and  other  health  professional 
schools  have  received  over  the  years,  our  chiropractic  colleges 
have    nevertheless    managed  to  provide  high-quality  education  to 
an  increasing  number  of  chiropractic  students.  The  exclusion  of 
our  schools  and  students  from  these  assistance  programs,  however, 
seriously  threatens  our  continuing  capability  to  do  so,  and  has 
prevented  the  chiropractic  profession  from  sharing  in  the  gains 
made  by  those  health  professions  receiving  assistance  under  health 
manpower  programs. 

The  chiropractic  profession  faces  the  same  problems  as  those 
health  disciplines  Included  In  S.799.  The  15  Schools  of  Chiropractic 
with  status  with  the  Council  on  Chiropractic  Education  are  suffering 
from  the  same  financial  pressures  and  developmental  problems  as  are 
the  other  health  professional  schools;  the  8,902  students  currently 
enrolled  in  schools  of  chiropractic  must  likewise  bear  the  brunt 
of  rising  tuition  costs  and  limited  financial  aid  resources;  and 
the  chiropractic  profession  has  not  been  able  to  share  in  the  pro- 
gress made  by  other  health  professional  groups  in  meeting  the  pro. 
blems  of  geographic  maldistribution  and  Inadequate  female  and  min- 
ority representation  within  the  profession. 

Exclusion  of  chiropractic  from  these  programs  has  been  incon- 
sistent with  the  federal  government's  recognition  of  chiropractic 


ERIC 


416 


strvicts  undtr  *  number  of  federal  health  programs.  Including 
Medicare  and  Medicaid.  In  addition  to  this  federal  support,  chiro- 
practic has  been  accorded  recognition  by  both  state  and  local 
governments  and  the  private  sector,  and  enjoys  widespread  accep- 
tance among  members  of  the  public.  Demand  for  chiropractic  services 
is  growing,  and  there  Is  evidence  to  suggest  that  demand  for  such 
services  may  well  outstrip  supply.  Clearly,  the  federal  government 
has  a  role  to  play  In  ensuring  top  quality  chiropractic  education. 

As  this  Committee  Is  aware,  the  Senate  voted  last  year  to 
include  chiropractic  In  its  legislation  reauthorizing  health  pro- 
fessions programs.  We  again  urge  this  Committee  to  act  favorably 
on  the  Inclusion  of  chiropractic  In  the  health  manpower  legislation 
1t  ultimately  adopts.  This  year  will  no  doubt  see  reductions  in 
federal  outlays  for  health  manpower.  Existing  Inequities,  however, 
must  not  be  allowed  to  continue  under  the  rubric  of  "budgetary 
constraints."  The  exclusion  of  chiropractic,  althougn  perhaps  a 
testament  to  the  American  Medical  Association's  lobbying  intensity, 
has  not  been  In  the  best  Interests  of  our  health  care  economy. 
Equal  participation  by  all  health  professionals  for  the  federal 
monies  that  will  rewain  available  Is,  we  think,  the  surest  way  to 
lower  health  care  costs  through  a  truly  competitive  market  for 
health  professional  services. 

Therefore,  we  respectfully  suggest  that  all  Involved  will  pro- 
fit substantially  by  Federal  support  of  chiropractic  education:  The 
{ublj_c,  by  being  able  to  serve  Its  Increasing  demand  for  chiropractic 
health  care;  The  Economy,  by  returning  impared  workers  back  to  the 
Job  more  quickly  thereby  Increasing  productivity  and  profit,  and 
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Ifelfldiral  Government,  by  expending  Uss  funds,  on  a  cost-benefit 
inalysu,  for  chiropractic  as  a  less  expensive  health  cere  alter- 


Based  on  size  and  on  the  number  of  practitioners  and  patient 
vistts,  chiropractic  Is  the  second  largest  health  care  service  1n 
the  United  States.  The  23,000  practicing  Doctors  of  Chiropractic 
had  approximately  122.5  Million  patient  visits  In  1979,  generating 
over  $1,3  billion  In  practice  revenues.  Chiropractors  are  a  11* 
censed  and  officially  recognized  health  profession  In  all  fifty 
states  plus  the  District  of  Columbia,  All  fifty  states  authorize 
chiropractic  services  as  part  of  their  workman's  compensation  pro- 
gram.  In  the  private  sector,  virtually  all  major  commercial  health 
and  accident  Insurance  policies  provide  for  chiropractic  services. 
Substantial  numbers  of  major  international,  national  and  local 
unions  include  chiropractic  services  In  their  health  and  welfare 
plans  and  many  Industries  such  as  General  Motors,  Firestone,  etc. 
pay  for  chiropractic  care  for  t  Mr  employees. 

The  federal  government  hits  likewise  recognized  and  authorized 
chiropractic  services  under  Medicare,  Medicaid,  vocational  rehabil- 
itation progress,  Longshoremen  and  Harbour  Workers'  Compensation 
Act,  Internal  Revenue  Code  (as  a  medical  deduction).  For  federal 
employees,  chiropractic  services  are  covered  under  federal  employees 
health  benefits  programs  and  in  federal  employees  workers1  compen- 
sation. Federal  funding  of  chiropractic  has  also  been  provided  under 
appropriation  measures  sent  to  the  Department  of  Health  and  Human 
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Strvlcts  and  for  *  statistical  survey  of  tht  chiropractic  pro* 
ftssion  undt'r  tht  Htalth  Manpower  Act.  Tht  U.S.  Department  of 
Education  officially  recognized  the  Council  on  Chiropractic  Ed- 
ucation as  an  accrediting  agency  for  chiropractic  educational 

1nst1 tutlons . 

Fueled  by  both  government  and  private  sector  support*  the 
demand  for  chiropractic  services  continues  to  grow.  Evidence 
exists  to  suggest  that  the  demand  for  chiropractic  services  far 
exceeds  the  supply.  For  example*  In  1978  the  ratio  of  Doctors  of 
Chiropractic  to  population  was  approximately  10,3  per  100,000 
population.  The  1980  F.A.C.T.S.  study,  conducted  and  financed  by 
the  federal  government,  estimated  that  a  ratio  of  U.l  per  100*000 
population  was  needed  1n  order  to  satisfy  existing  demand  for  chiro- 
practic services.  Assuming  the  14.1  ratio  to  be  an  appropriate* 
standard,  one  Doctor  of  Chiropractic  would  be  required  per  7092, 
as  opposed  to  the  current  supply  of  one  chiropractor  per  9709. 

A  recent  study  In  the  state  of  Iowa  reveal ed  'that  while  the  ratio 
of  Doctors  of  Chiropractic  was  already  23.2  per  100,000  population 
1n  1979,  the  demand  for  chiropractic  services  remained  high;  This 
suggests  that  the  U.l  ratio  may  Indeed  be  a  conservative  estimate. 
Further  Indication  that  demand  has  not  been  satisfied  comes  from  an 
annual  survey  by  the  American  Chiropractic  Association.  In  1972, 
when  there  were  approximately  15*000  chiropractors,  the  average  num- 
ber of  patient  visits  per  week  was  107.1.  In  1980*  with  a  substantial 
growth  In  the  number  of  active  chiropractors,  the  number  of  patient 
visits  per  week  was  exactly  the  same  ;,107.1).  Indicating  an  ever 
growing  demand  for  chiropractic  services. 
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Tht  Supply  and  demand  problem  1s  further  compounded  by  the 
serious  geographic  Maldistribution  of  chiropractors  across  the 
country.  Ineligible  for  the  National  Health  Service  Corps  and 
other  health  Manpower  progress  designed  to  correct  distribution 
of  health  practitioners,  Maldistribution  among  chiropractors  is 
perhaps  the  most  severe  of  all  major  health  disciplines.  For  ex- 
ample, while  there  are  23.2  chiropractors  per  100,000  population 
in  Iowa  there  are  .9  chiropractors  per  100,000  population  in  the 
Olstrict  of  Columbia.  The  Maldistribution  problem  is  regional  also. 
The  New  England  States  have  6.8  per  cent  of  the  nation's  chiroprac- 
tors while  the  western  states  compose  1S.2X  of  the  practitioners. 

Chiropractors  function  as  primary  care  health  providers  1n 
■any  Instances  and  as  such  play  a  significant  role  In  servicing 
rural  underserved  areas  of  this  country.  Fifty-two  percent  of 
chiropractors  practice  In  communities  of  less  than  50,000  popu- 
1a    *n.  Perhaps  a  more  telling  statistic  1s  that  thirty-two  per- 
cent of  all  chiropractors  practice  In  ereis  of  24,000  or  less  pop- 
ulation. It  Is  the  smaller  communities  that  have  traditionally  been 
neglected  by  other  health  care  providers.  The  chiropractic  profes- 
sion has  been  attempting  to  respond  to  this  need. 

Assessing  the  role  of  chiropractic  continues  to  be  difficult 
because  of  the  lack  of  data  on  chiropractic  in  our  health  care 
economy.  Research  does  suggest  that  chiropractic  care,  as  compared 
with  alternative  treatment  modes,  can  be  a  less  costly  way  to  treat 
substantially  identical  health  problems.  For  example,  in  a  study 
of  official  data  from  State  Workman's  Compensation  claims,  it  was  found 
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that  chiropractic  care  was  1/3  less  costly  than  Medical  care  for 
similar  ailments.  A  1972  California  study  by  C.  Richard  Wolf,  H.D. 
also  found  that  chiropractic  care  returned  the  impaired  worker  back 
to  the  Job  more  rapidly  than  medical  treatment,  thus  reducing  busi- 
ness costs  and  increasing  worker  productivity. 

The  lack  of  data  on  chiropractic  can  be  linked  in  some  degree 
to  chiropractic's  exclusion  from  health  manpower  and  other  research 
and  training  programs.  For  example,  the  chiropractic  profession 
has  thusfar  been  excluded  from  the  Department  of  Health  and  Human 
Services  cngolng  data  collection  activities.  Yet  the  Information 
such  data  provide  Is  crucial  not  only  to  the  future  development  of 
chiropractic,  but  to  an  assessment  of  its*  contribution  In  serving 
the  health  care  needs  of  our  nation.  We  are  pleased  to  see  S.799's 
recognition  of  the  Importance  of  these  activities  in  Section  107's 
authorization  of  HHS!s  data  collection  activity  in  the  health  per- 
sonnel  area.  We  request  that  chiropractic  be  Included  in  these  ac- 
tivities. 

The  National  Advisory  Council  on  Health  Personnel  also  has  an 
important  role  to  play  In  assessing  and  developing  the  future  role 
of  health  personnel  in  our  health  care  economy.  Again,  despite  the 
enormous  role  chiropractic  has  played  and  will  continue  to  play  In 
that  economy,  the  profession  has  thusfar  not  been  represented  on  the 
Council.  The  Council  cannot  in  any  realistic  way  perform  its  function 
by  continuing  to  Ignore  the  existence  of  one  of  the  largest  health 
disciplines.  We  therefore  support    S.799's      expansion  of  the  Coun- 
cil, and  urge  that  chiropractic  be  Included  among  its  members. 
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In  sum,  great  strides  in  professional  improvement  have  been 
Midi.  We  acknowledge  our  advancements  but  with  very  real  concern 
express  our  failure  to  achelve  sone  of  the  goals  this  legislation 
addresses.  The  chiropractic  profession  1s  dedicated  to  servicing 
America's  health  needs.  We  agree  with  the  American  Medical  Assoc- 
iation on  the  partnership  role  that  the  health  professions  and  the 
federal  government  share  towards  a  goal  of  providing  high  quality 
health  care.  Ue  applaud  the  statement  Made  by  a  representative  of 
the  A.M. A.  in  testimony  before  the  U.S.  House  Energy  and  Commerce 
Subcommittee  on  Health  and  the  Environment  on  March  12,  1981:  "The 
A.M. A.  1$  committed  to  seeing  that  financial  recources  are  available 
to  qualified  aspiring  health  professionals." 


The  over  8,000  students  enrolled  1n  the  15  Schools  of  Chiro- 
practic recognized  by  the  Council  on  Chiropractic  Education  must 
successfully  complete  a  rigorous  educational  program  in  order  to 
earn  a  Doctor  of  Chrlopractlc  degree.  After  a  minimum  of  two  years 
pre-professlonal  training  (the  two  year  requirement  of  professional 
training  Is  similar  to  dental  school)  incorporating  the  prescribed 
content  of  science  courses,  chiropractic  colleges  require  a  minimum 
of  four  academic  years  of  professional  resident  study.  In  addition 
to  passing  the  licensing  board  examination  In  all  states,  the  Doctor 
of  Chiropractic  must  pass  the  Basic  Science  Board  examination:  (in- 
cluding anatomy,  physiology,  pathology,  bacteriology,  chemistry,  and 
public  health)  In  four  states  and  the  District  of  Columbia.  This  is 
the  equivalent  examination  given  to  M.D.s  and  D.D.s. 
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While  the  tuition  and  fee  levels  at  chiropractic  colleges  are 
relatively  Inexpensive  In  comparison  with  other  doctorate-level 
health  professional  schools,  the  rising  costs  of  chiropractic  educa- 
tion are  an  onerous  burden  which  even  many  of  our  higher-income 
students  are  finding  increasingly  difficult  to  bear.  Rising  costs 
and  Ineligibility  for  health  professions  scholarships  and  loan  pro- 
grams have  greatly  skewed  our  student  body.  Despite  recruitment 
efforts,  women  comprise  only  17  percent  of  the  students  at  chiro- 
practic colleges,  with  minority  groups  comprising  less  than  1  per- 
cent. Foreign  students  represent  approximately  4.5  percent  of  the 
student  population.  The  disproportionate  representation  of  the  af- 
fluent in  our  chiropractic  colleges  has,  of  course,  affected  the 
chiropractic  profession  generally,  which  has  traditionally  been 
largely  white  and  rale. 

The  recent  ga^s  made  by  the  health  professions  included  in 
S.  799     in  Increasing  female  and  minority  participation  1s  direct- 
ly linked  tc  the  federal  student  assistance  programs  that  have  been 
made  available  to  health  professional  students.  Only  through  federal 
assistance  have  students  in  other  health  disciplines  been  able  to 
meet  the  enormous  costs  of  health  educations;  only  through  federal 
assistance  have  health  professional  schools  been  able  to  recruit 
women  and- ml norl 1 1 es  In  Increasing  numbers.  That  the  wealthy  and  the 
white  remain  disproportionately  represented  In  chiropractic  colleges 
1s  a  testament  to  chiropractic's  exclusion  over  the  years  from  health 
manpower  scholarship  and  loan  programs.  While  our  chiropractic  col- 
leges have  on  their  own  make  enormous  strides  1n  this  regard,  lack 
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of  financial  resources  have  prevented  them  from  Improving  to  an 
acceptable  degree  the  economic  and  racial  mix  of  students  enter- 
ing the  profession.  All  capable  students,  regardless  of  their  sex, 
race  or  family  financial  resources,  must  be  allowed  to  pursue  a 
chiropractic  education. 

We  strongly  support  continued  funding  of  the  Health  Education 
Assistance  Loan  (HEAL)  and  the  Health  Professions  Student  Loans 
(HPSL)  programs,  and  we  request  that  chiropractic  students  be  al- 
lowed to  compete  for  these  funds  on  an  equal  footing  with  the  other 
health  disciplines.  We  also  strongly  support  the  program  of  assis- 
tance to  individuals  from  disadvantaged  beckgrounds  detailed  in 
Section  168  of  S.  799.      This  program  is  essential  if  capable 
students  from  low-income  backgrounds  are  to  be  able  to  enter  the 
health  professions.  The  chiropractic  profession  is  committed  to  im- 
proving the  income  and  racial  mix  of  our  students.  Our  inclusion 
in  these  programs  is  crucial  to  the  success  of  that  committment. 


We  agree  with  the  premise  of  this  legislation  that  health  pro- 
fessional schools  are  a  national  resource  that  continue  to  bear  a 
special  responsibility  In  solving  the  health  care  needs  of  this  na- 
tion. Accomplishing  this  goal,  however,  requires  that  schools  be 
financially  stable. 

All  of  our  chiropractic  colleges  are  private,  freestanding  in- 
stitutions; they  are  neither  public  Institutions  with  the  government 
as  a  primary  funder  nor  are  they  parts  of  universities  upon  which 
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they  can  rely  for  financial  support.  Schools  of  chiropractic  re- 
ceive virtually  no  government  support  from  either  federal,  state 
or  local  sources.  As  *  result,  many  of  our  schools  ar«s  dangerously 
close  to  bankruptcy.  They  must  rely  for  funds  solely  on  ongoing 
campaigns  for  philanthropic  support  and  on    tuition  and  fees.  Tui- 
tion and  fees  In  feet  comprise  nearly  70*  of  our  colleges  operating 
incomes,  a  figure  sharply  contrasting  with  the  9.9%  average  for  the 
eight  other  health  professional  groups  covered"  by  federal  assis- 
tance programs.  These  funding  sources  serve  merely  to  maintain  the 
status  quo  and  keep  chiropractic  colleges  solvent.  Little  if  any 
of  our  funds  remain  available  for  special  projects,  Improvements  of 
facilities,  continuing  education,  advanced  clinical  training,  or 
recruitment  of  women  and  minority  students. 

Yet,  the  funding  needs  of  our  colleges  are  so  large,  and  the 
need  for  new  programs  and  Improvements  so  great,  that  only  through 
some  form  of  additional  federal  support  can  these  needs  be  met.  Our 
teaching  facilities  are  1n  particular  need  of  renovation  and  capi- 
tal improvements.  Many  of  our  colleges  were  constructed  years  ago, 
and  are  both  inadequate  for  modern  quality  chiropractic  education 
and  are  unable  to  meet  the  needs  of  a  sti'-Jent  body  growing  In  size. 
Satellite  clinical  centers  are  needed  to  provide  not  only  a  quality 
clinical  experience  for  our  students,  but  to  provide  services  to  many 
of  our  underserved  and  elderly  citizens  who  travel  great  distances 
to  receive  care  at  our  present  clinics.  The  exclusion  *f  chiropractic 
from  federal  assistance  places  the  profession  at  a  serious  disad- 
vantage in  the  maintenance  of  quality  education.  This  exclusion  is 
neither  consistent  with  the  many  federal  programs  which  include  chiro- 
practic services,  nor  is  It  in  the  best  interests  of  this  country's 
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health  care  dtlivtry  system. 

We  therefore  strongly  support  contlnutd  funding  of  the  fed- 
eral loan  guarantees  and  Interest  subsidies  programs,  and  we  urge 
the  Committee  to  iIIom  chiropractic  schools  to  participate  on  an 
equal  basis  for  this  federal  assistance*  Likewise,  we  support  re- 
authorization of  the  financial  distress  grant  program.  Chiropractic 
colleges  are  not  lnune  to  the  burden  of  Inflation  nor  to  the  pro- 
blem of  Maintaining  accred Idatl on  in  the  face  of  steeply  rising 
educational  costs.  Chiropractic  colleges  facing  serious  financial 
difficulty  should  be  allowed  to  participate  in  the  financial  dis- 
tress grant  program. 

We  support  continued  funding  for  Area  Health  Education  Centers 
(AHEC),  and  urge  the  inclusion  of  all  health  professionals,  includ- 
ing chiropractic,  In  this  program  Likewise,  we  support  grant  pro- 
grams to  schools  providing  support  services  to  health  professionals 
practicing  in  underserved  areas.  The  Chiropractic  profession  has 
a  long  history  of  service  in  underserved  rural  areas;  the  poor  and 
the  elderly  have  traditionally  been  the  most  dependent  users  of 
chiropractic  care.  Our  colleges  would  be  nost  anxious  to  initiate 
programs  to  provide  needed  care  to  the  underserved  and  elderly  who 
are  far  removed  from  our  present  clinics  and  teaching  facilities.. 
Lack  of  funding  has  prevented  the  establishment  of  such  services  in 
the  past.  Inclusion  of  chiropractic  In  AH EC  and  grant  support  pro- 
grams for  underserved  areas  would  go  far  In  both  maintaining  quality 
chiropractic  education  and  to  providing  much  needed  services. 
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WAKE  FOREST  UNIVERSITY 


BOWMAN  GRAY  SCHOOL  OF  MEDICINE 


MO  South  Htwtbornt  Rcsd  •  Winston  Sslrm,  North  CttoUn*  2710} 


April  1.  1981 


The  Honorable  William  Hefner 
U.S.  House  of  Representatives 
2181  Rayburn  Building 
Washington,  d.C.  20515 

Dear  Mr.  Hefner- 
it  haa  come  to  our  attention,  through  materiul  that  we  have  received  from 
professional  societies  to  which  we  belong,  vir..  the  Society  of  Teachers  of 
Family  Medicine  and  the  American  Academy  of  Family  Physicisns,  that 
President  Reagan  has  recommended  a  marked  and  serious  reduction  in  family 
medicine  funds  for  residency,  undergraduate,  and  faculty  development 
programs  for  FY  81  under  Section  786  of  the  Health  Manpower  Act.  An 
example  of  the  Immediate  concern  we  have,  la  the  Hatch  Bill,  S.799.  tn  FY  82 
it  ic  anticipated  that  grants  for  family  medicine  residency,  undergraduate, 
and  faculty  development  programs  will  be  reduced  by  $16  million  dollars,  from 
$36,450,000  to  $20,450,000.  A  reduction  of  this  magnitude  at  this  time  will 
significantly  imperial  the  progress  and  viability  of  educational  programs  In 
family  practice  In  North  Carolina.  Additionally,  and  of  serious  Import  to  the 
viability  of  family  medicine,  the  Preaident  has  proposed  for  FY  82  that  all 
primary  care  programs  (family  medicine,  general  internal  medicine,  and 
genorai  pediatrics)  be  consolidated  in  a  single  budget  item  of  $36  million 
dollars.  He  did  not  -  and  this  Is  important  -  spell  out  what  portion  would  be 
allocated  to  family  medicine.  Grnnts  t^  department  of  family  medicine  (Section 
780)  would  not  be  included  In  the  above  budget  item,  but  they  would  be 
reduced  from  $9.5  million  dollara  to  $8.0  million  dollars  for  FY  82,  a  16 
percent  reduction.  The  Hatch  Bill  calls  for  an  even  more  severe  reduction  to 
$7.0  million  dollars. 

We  appreciate  very  much  the  efforts  that  arc  being  exerted  In  getting  our 
country  on  an  even  keel.  However,  there  are  programs,  e.g.,  training 
family  physicians,  which  are,  without  question,  cost  effective.  A  large  cadre 
of  well  trained  family  physicians  can  improve  the  overall  quality  of  health  care 
In  our  country,  and  equally  important,  auch  a  cadre  can  i>e  effective  In 
reducing  the  overall  cost  of  medical  care  In  this  country.  Though  these 
reductions  may  have  some  immediate  aajutary  effect  on  the  budget  problems 
facing  the  Administration  and  the  Congress,  the  long  term  effect  may  well  be 
a  resultant  Increase  In  the  national  cost  of  health  care  delivery.  It  la 
indisputable  that  alternative  delivery  systems,  vis.,  pro-paid  groups  (iPA'a. 
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tlfttO'a),  cannot  be  coat-effective  without  the  activa  participation  of  gsneraUata 
(family  phyatdana,  in  particular,  and  general  intarniata  and  general 
pediatricians)  in  tha  delivery  of  the  Urge  bulk  of  health  eervicea.  Family 
phyaldana  ahould  be  the  cornerstone  of  our  American  health  care  delivery 
system. 

tn  1970  there  ware  only  aeven  departments  and  It  divieione  of  family  medicine 
in  101  American  academic  medical  centere;  in  1910  there  were  9?  departments 
and  11  divisions  of  (amity  medicine  in  our  academic  medical  centere.  In  1973 
only  $3  reeidente  in  family  medicine  completed  a  reeldency  training  program; 
in  1980  there  were  1,848  graduatee  that  brought  the  10  yeer  total  of  family 
practice  graduates  to  8,579.  This  phenomenal  growth  ia  due,  in  large 
measure,  to  appropriate  funding  of  family  medicine  by  etate  legislatures  end 
the  federal  government.  Any  reduction  in  federal  end  etete  support  for 
family  medicine  will  have  aTTTmraedlate  deleterloue  effect  on  the  viability  of 
family  practice  residency  training  programs  and  other  educational  endeavors 
In  family  mediolne.  It  is  our  strong  belief  that  it  will  take  enother  two 
decades,  st  the  current  effort  level,  to  train  an  sppropriste  number  of  fsmily 
physicians  thst  are  neceesary  for  the  eupport  of  s  health  cere  eyetem.  The 
GMENAC  report  generally  supports  this  contention.  An  increase  In  ststc  end 
federal  support  is  needed  -  not  e  devastating  decrease-!  Such  a  decreaee  will 
send  e  eigne!  to  acedemic  medical  centere  thet  will  aay  in  effect,  "Go  ehead 
with  your  traditional  training  of  technicelly  oriented  eubepecialists;  ths  nation 
and  the  Congress  are  really  not  interested  in  having  more  primery  care 
physicisns  trelned;  expensive  hospital  emergency  rooms  csn  be  cur  triege 
mechsnlsm;  available,  continuous,  comprehensive, .  end  personsl  fsmily  hsslth 
care  is  a  pipe  dreem;  the  efforts  to  change  the  professional  distribution  of 
health  care  professions! s,  e.g.,  training  more  fsmily  physicians,  which  wss 
begun  In  tha  late  60' a  and  accelerated  in  the  early  70'e,  were  inappropriate; 
we  ahould  heve  etayad  with  the  status  quo." 

Ws  do  not  believe  these  are  the  messages  you  want  to  send  to  our  academic 
medical  centers;  yet  thst  is  precisely  how  the  traditionalists  In  scademlc 
medical  centers  will  react  to  any  cut  In  funding  for  family  medicine,  whether 
It  ia  In  Section  780  or  ""Section  786  of  the  Health  Manpower  Act. 
Institutionalizing  fsmily  medicine,  i.e.,  msking  fsmily  medicine  a  core  unit  in 
our  acedemic  medical  centers  along  side  of  internal  medicine,  pediatrics, 
surgery,  psychiatry,  snd  obstetric /gynecology  is  difficult  enough  even  with 
adequate  funding.  Too  many  of  traditional  medicsl  educators  snd 
administrators  feel  threatened  by  family  medicine.  We  -  family  medicine  -are 
the  new  boy  on  the  block;  they  sin)  threatened  by  the  entry  of  fsmily 
medicine  into  their  trariitionnl  territories.  Turning  back  the  clock  to  the 
aubapecialization  era  of  the  SO's  and  60'a  would,  in  their  view,  be  most 
desirable!    But  is  this  what  the  nation  needs?    Is  this  what  you  want9 
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Instead  of  a  cut  to  funding  tor  family  medicine  by  44  percent,  an  Increase  of 
15-10  ps>roent  U  sorely  needed.  Inataad  of  retrenchment,  advancaiMnt  U 
nw  t2"  IiUtisd  of  reor«  tachnteally  oriantod  subspcciailsta,  mora  personal 
pnyaicians  art  needed.  We  and  our  facultlaa,  at  hava  othar  family  medidna 
dapartment  chairman  and  faculties,  hava  done  and  ere  doing  our  bit  by  giving 
up  our  private  practlcea  to  accept  faculty  appolntmenta  |n  famUy  medicine  at 
Income  levels  and  Uvtls  of  financial  security  laaa  than  thoee  found  In  the 
private  sector.  Therefore,  wa  feir  not  for  our  own  aecurity;  our  concern  la 
tor  the  people  whom  you  and  we  serve  In  our  own  waya. 

If  family  practice  la  to  aurviva  -  if  the  epecialty  of  family  medicine  la  to  be 
able  to  fully  mature  Into  an  established  discipline  within  our  academic  roedlcel 
centsrs  snd  appropriate  community  hospitals  -  then  family  medicine  urgently 
ne>eda  your  help  and  the  help  of  your  coUeaguee  In  the  Congreee.  If  you  feel 
we  can  be  of  help  |n  this  endeavor,  ?«st  aaaure  that  wa  will  do  anything,  go 
any  whore,  and  work  ae  hard  as  necessary  In  order  to  gather  eupport  for  this 
comsrstone  of  American  medicine.  You  only  need  to  let  ue  know  what  we  can 
do.    Wa  will  respond. 

We  apologise  for  tha  length  of  this  letter.  We  know  that  the  time  In  which 
you  ere  sole  to  give  attention  In  detail  to  so  many  urgent  thlnga  la  limited. 
The  length  of  this  letter  almply  attest  »o  our  very  deep  concerne.  Than) 
you  for  your  attention. 

'Very  sincerely  yours,  — . 


Professor  and  Chairman 
Department  of  Family  snd 


Professor  snd  Chairman 
Department  of  Psrally 


Community  Medicine 
Bowman  Gray  School  of 
Medicine 


Practice 
Eaat  Carolina  University 


School  of  Medicine 


Edwvid  J.  Shshsdy,  M.D. 
ProifoMor  and  Chairman 
Dt-p4rim»nt  of  Family  Medicine 
University  of  North  Carolina  - 
Chapel  Hill 


Ch  le  f .    Division    of  Family 
Medicine 

Duke  University  Medical  Center 


cc:    R,  Michael  Miller 

Vice  President  for  Socioeconomic  Affairs 
Americsn  Academy  of  Family  Phyaiciana 
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tsY.Qrihopoodtai  ond  RghoMtoton 

MMAfwrMwrMvt  Af«fi0«OA.VWoim«  22201  {703)9204700 


April  U,  1981 


Honorable  Orrin  Hatch,  Chairman 
Committee  in  Ubor  and  Human  Resources 
loom  0237 
Dirksen  Building 
Washington,  D.C.  20510 

Dtar  Sana tor  Hatch: 

Enclosed  find  a  copy  of  my  statement  to  the  Committee  oi 
Labor  and  Human  Resources  regarding  the  issue  of  the  Health 
Professions  Educational  Assistance  and  Nurse  Training  Act  of 


As  a  nurse  who  both  provides  direct  patient  care  and  is 
actively  engaged  in  nurse  continuing  education,  this  issue 
concerns  me  greatly.    I  submit  my  statement  in  testimony  of 
my  beliefs  as  veil  as  my  concerns  for  the  nursing  profession. 

Thank  you  for  your  interest  and  efforts  on  nursing's 


Sincerely. 


enclosure: 


Margaret  Mastal,  R.N.,  M.S.N. 
Coordinator 

Human  Resources  Development 
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Mr.  Chairman,  the  Committee  on  Labor  and  Human  Resources  is 
currently  focusing  on  a  vital  issue:    the  Health  Professions 
Educational  Assistance  and  Nurse  Training  Act  of  1981.  The 
current  shortage  of  nurses  and  other  problems  within  the 
nursing  profession  are  pertinent  topics  when  considering  funding 
for  education.    A  recent  study,  "Why  Nurses  Leave  Nursing  and 
What  Can  Be  Done  About  It,"  published  in  the  American  Journal  of 
Nursing,  January  1981  provides  a  sunmary  of  the  problems  as  well 
as  insight  into  their  solutions.    This  investigation  reveals 
that  many  of  the  problems  arise  from  within  the  profession  and 
must  be  resolved  by  nurses  themselves  and  our  professional  org- 
anizations.    For  example,  nurses  are  dissatisfied  with  salaries 
and  fringe  benefits,  inadequate  administrative  support,  unnecessary 
organizational  tasks,  and  inexplicit  state  laws  governing  practice. 
These  problems  are  outside  the  jurisdiction  of  the  federal  gov- 
ernment; rather,  they  belong  to  nursing.    However,  this  study, 
which  surveyed  3500  nurses,  also  revealed  that  nurses  are  dis- 
satisfied with  the  lack  of  opportunities  for  continuing 
education  and  the  availability  of  inservice  educational  programs. 
These  dissat isfiers  are  occurring  at  the  same  time  that  the 
American  Nurses'  Association  has  adopted  a  position  that  the 
baccalaureate  degree  be  the  basic  preparation  for  entry  into 
professional  practice.     Further,  there  is  a  trend  among  the 
states  to  mandate  continuing  education  as  a  requisite  for  re- 
licensure. 

Nurses  provide  the  greatest  protion  of  direct  health  care  and 
are  inadequately  compensated  and  recognized  for  their  services. 
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Low  salaries  do  not  support  nurses  in  thsir  efforts  to  continue 
their  education  end  increase  their  professions!  cspsbilitie*.  the 
proposed  redicel  cute  in  the  budget  for  nursing  aducstion  end 
edvenced  nurse  treining  can  only  compound  s  peinful  situation. 
However,  nureing  educetionel  funding  oust  be  limited  if  the 
national  economic  issues  are  to  be  resolved.    Perhaps,  as  s 
compromise  between  nursing's  dilemma,  the  heelth  of  the  citizsnry. 
ar.d  nationel  economic  interests,  the  proposed  cuts  to  nursing 
educetion  should  stand  but  not  on  »uch  a  rsdicsl  basis.  Until 
nursing  can  resolve  its  own  economic  end  other  intemel  problems, 
we  ask  you  to  support  our  educetion  efforts  so  thst  nurses  can 
remain  professionslly  competent. 


Kargaret  Msstsl,  R.N.,  M.S.H. 
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AMaVCAst  HOtflTAl  AttOQATMMI 

4«4«0«TMCA*tTOitT*MT  HW^tUTf  MO.MAImIMQTON.DCMOOI  TfU*«OW*  TO-SW-HOO 
HMMIIlllCT0t|O»»ICl 


sutmvt  or  to  awucak  tosntAL  associatiok 
to  rm  inuTi  comlTrn  «  ujoi  ajc  ruhai  txsoutcis 
on  su&siac  A»  rouiai  medical  csaduatx  pkoposau 


April  23.  1M1 


Tha  Aatrlcaa  toapltal  Aaaaclatloa,  wblch  r*?ras«*t*  orar  6,100  anabar  hoapltala 
•ad  haalth  cart  laatltutlona,  aa  wall  m  aort  thaa  30,000  paraoaal  atabara,  la 
plaasad  to  hava  this  opportunity  to  praaaat  tta  vlava  en  nuralng  education  ana 
forslgn  aadlcal  graduata  (FMC)  propoaala  uadar  consideration  by  thta  Coaalttee. 
Although  tha  DC  laaaa  la  not  addraaaad  la  5.7*9  or  S.801,  AHA  would  urge  tha 
Coamlttae  to  addraaa  INC  propoaala  la  Ita  dUcuaaloo  of  haalth  aaapovar  Issues. 

Boapltala  ara  e lac* rely  coaalttsd  to  tha  delivery  of  high  quality,  coe  ineffect- 
ive haalth  cart  carries*  to  tha  patlaata  thay  eerre.    la  ordar  to  accoapllah 
thla  alealoa,  thara  auat  ba  aa  adequate  aupply  of  highly  qualified  haalth  pro* 
fessionale  to  aeet  tha  staffing  requirement*  of  our  nation**  haalth  cara 
Institution*.    Moreover,  aaay  hoapltala  ara  dlractly  Involved  la  aducatloaal 
prograaa  for  haalth  profusion*  by  aponaorlng  clinical  prograaa  for  graduata 
aadlcal  aducetlon,  oporatlag  hosplteVbsssd  aura  log  ad  u  cat  Ion  prograaa,  and 
conducting  a  verlety  of  alllad  haalth  aducatlon  prograaa.  At  tha  praaaat  tlae, 
aora  thaa  48,000  nuralng  studaata  ara  anrollcd  In  hoapltal  cchoo*o  of  auralag, 
aad  all  euralng  studaata  receive  at  laaat  part  of  tholr  cllalc*l  training  In 
hoapltala.    la  adeltloo,  aoaa  30,000  lntsraa  snd  rssldsnts,  aora  thaa  70,000 
uesVugraduats  aadlcal  atudaau  aad  a  subataetlal  nuabar  of  alllad  haalth 
profaaalonala,  roc* Irs  slgnlflcsnt  portions  of  thalr  sducatlona!  *xp*rl*nc**  la 
boapltala* 

Although  tha  haalth  aaapovar  propoaala  pandlng  baforo  tha  Coamltrsa  go  bayond 
tha  nuralng  snd  FMC  lssuss,  tha  AHA  has  chosan  to  Halt  lto  murks  to  thaa*  two 
laauaa,  sa  s  rssult  of  sa  Association  policy  daclalon  to  cooparata  with  *daln- 
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i.tratioo  .nd  coo«r...ioa4l  .f fort,  to  reduc.  th.  f«d«»l  budg.t  „d  y.t  provid. 
f.d.r.1  financial  imUUdc*  to  prograna  ao«t  a.o.ary  to  th.  v«ll-b.lat  0f  tb« 
Amrlc.n  p.ppu.    A*   th.  cot.r.  0£  hetlth  ..rric  d.liv.ry  la  thair 
co^iftltiM,  ho»pit.l.  ara  coaaitt.d  to  ♦Muring  .a  .d.quat.  .apply  of  .11  .«ch 
prof...loo.I..    Hovavar,  it  i.  iaaar.tiv.  th.t.  during,  th...  tl~.  of  u»it.d 
f.d.ral  doll.r.,  Coagr.a.  focu.  oo  Ihuh  of  national  priority. 


MUISUC  EDUCATIOK 

Ho.pit.1  Effort. 


fro.  th.  AHA',  par.pactiv.,  .ran  though  th.r.  .r.  .any  h«alth  aanpowr  program 
th«t  it  vould  lik.  to         fund*,  fod.r.l  nur.ing  Auction  progr...  .t.nd  out 
..  «tr«.ly  ban.fici.1  to  .alnt.lnin,  th.  hMlth  of  th.  Africa  p,0pl..  Th. 
AHA  h*a  .tagl*  out  th.  aur.iag  u.u.  oo  b.half  of  th.  6.100  ho.pit.1.  vhich 
co^ri^  Itc  a*nc.r.hip.    Of  tha...  3U  conduct  .ducatlonai  pr0fr«.  to  pr.p.r. 
.tud«t«  for  prof..io«.l  nur.lng.  249  of  vhich  for-  .a  AHA  ^b.r.hip  group 
th.  Aaaa*ly  of  Ho.pit.1  school,  of  Kur.lng.    Kaay  ho.pit.1.  .Uo  ccntribut.' 
.igniflcantly  to  th.  .ducatioo  of  aurM.  in  both  baaic  and  .dr.nc.d  .duc.tioo.1 
program  by  .erring  mm  clinical  faciliti..  for  th.  practical  conpon.nt.  of  .uch 


progr, 


In  Edition,  ho.pit.1.  .r.  cb.  aajor  «ploy.r.  of  nur.«.    A  1977  HEW-fund* 
•  tody  r.™Ud  that  .or.  than  61  p.rcnt  of  th.  nation',  practicing  r.gl.t.r.d 
nur.a.  (U.)  *,„  «ploy.d  in  th.  ho.pit.1  ..tting.    It  i.  claar  th.t.  d..plt. 
.lt.ra.ti,.  dalivary  .y.t-  .nd  othar  «ploym«t  opportuoitiaa.  th.  majority  of 
today*,  nuraa.  work  ia  ho.pit.la. 

Ho.pit.1.  bagun  to  «Mr...  th.  problaa.  of  nur.ing  .hortaga.  in  .  coo- 

.tructlv  Moa.r  .nd   .ra  attanptiag   to  dar.lop  innor.tiv  .olutioo..     At  . 
r.c.nt  AHA  nur.«  racruitaant  .nd  r.t.ntion  vorkahop.  hoaplt.l  rapr.a.nt.tiva. 
.h.r.d  with  aach  other  .ow  of  th.ir  o«  atrataglaa,  tmot*  thaa: 

o       St.  Jca.ph'.  Ho.pit.1,  Stockton.   CaUfornia:    Day-car.  ..rvica.  for 
children  of  ho.pit.1  «*>loy»tt. 
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o       Valley  rrembyterlan  Hospital,  Van  Nuya,   California:     Tuition  relm- 
buraemeut    and   inaenrlce    educational    prograam    for   all  shifts. 

o       Cood  Samaritan  Boapltal,  Portland,  Oregon:    Night  ahlfta  of  nine  houra 
for  'our  night*  par  vaakt  allowing  nurae*  thraa  nlghu  off;  availa- 
bility of  ahlfta  if  additional  a alary  needed. 

o       Bay  Canaral  Co— unity  Hospital,    Chula    Vlata,    California:  Caraar 
laddmr  approach,  allowing  clinical  nuraaa  to  advanca  by  meeting  cer- 
tain ooo-ecedeaic  requirement*  (a.g.,  project*  pravloualy  outlined  in 
a  caraar  laddar  annual). 

o       tap id  City  Rational  Hospital,  Inc.,  Rapid  City,  South  Dakota:    RN  pool 
under  which  nuraaa  algn  up  for  daya,  ahlfta,  and  aervlcea  thay  vlah  to 
work;  attend  a  tvo-to  three-weak  orientation  program  if  needed;  and 
work  et  leaat  thraa  ahlfta  per  month. 

Many  hospitals  have  undertaken  education  end  training  program*  dealgned  to 
asalet  nursing  service  administrators  In  their  manageaent  role*.    Hoapltala  alao 
have  epplled  aanagemant  engineering  technique*  to  the  problem*  of  nurae  ached- 
uling.     In  aoaa  inat ituticoa,  computer-*** is ted  nurae  achedullng  system*  have 
maximized  the  ability  of  their  adminlatratlona  to  apply  nuralng  resource!  no  at 
productively,    accomodate  ah lft  preference*,  and  minimize  achedullng  confllcta. 

In  addition,   the  AHA  haa  recentl>   initiated  a  National  Commlaalon  on  Nuralng, 
which  1*  an  autonomous  forum  of  netloaal  laader*  In  nuraing,  hoapltel  manage- 
ment,  medicine,  government,   academia,  and  bualneaa.  The  commlaalon — chartered 
for  a  three-year  parlod—i*   compoaad  of  30  commissioners  aervlng  aa  either 
Individual  members  or  repreaentat Ives  of  organization*.   The  health-related 
organization*   repreaented  on  the  coamlaalon  ere  the  American  Aasoclatlon  of 
Collages  of  Nursing,  Amarlcan  Boapltal  Aasoclatlon,  American  Hadlcal  Aasocla- 
tlon, American  Nurse* *  Aaaoclaton  (ANA) ,  Amarlcan  Society  for  Nursing  Service 
Admlniatratora,  Assembly  0f  Hospital  Schools  of  Nursing,  National  Council  of 
Hospital  Covernlng  Boards,   National  League  for  Nuralng  (HLN),  and  the  Dlvlalon 
of  Nuralng  of  the  Depertnent  of  Heelth  and  Human  Service*  (BBS). 

The  commission  has  three  Interrelated  and  overlapping  activities:  collecting 
data   and  Information,    formulating   recotemandat ion* ,   and  developing  practical 
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action  pltnt.    Oot  of   the  commission's  aajor  tool*  for  colltctlni  data  and 
Information  has  btca  a  eerles  of  public  hearings  held  across  tht  country.  The 
public  hsarlngs  provlds  opportunities  for  a  broad  rants  of  individuals  and 
organisations  at  tht  grass-roots  lsvsl  to  aid  In  identifying  and  defining  pro- 
bless  and  Issues.    Othsr  data  collection  methods  Include  reviewing  current 
literature  and  existing  ttudles  and  collecting  rc porta  of  ongoing  prcgrams  and 
projscte    that   are   designed    to    Improve   nursing  and  nureing  practice. 

Data  and  information  gathertd  by  the  commission  will  be  used  to  formulate  recom- 
mendations that  reflect  a  consensus  of  the  commission  msmbers.     Zt  may  also 
prove  to  be  useful  to  public  and  private  entitles  which  hsve  an  interest  In  such 
Information.    The  recommends  t  lone  will  lead  to  the  development  of  action  plens 
that  vlll   provide  practical   solutions   for  Institutions  and  organizations 
confronting  nursing  problems. 

The  Wurelnj  Shortage 

While  there  are  aggregate  increases  In  the  total  supply  of  health  profeeelonals 
In  csrtein  flelda,  especlelly  in  nursing,  hoapltala  ate  expirtenclng  teverc  and 
chronic  ehortages.  A»A-m«mber  hospitale  indicate  that  they  have  between  90,000 
and  100,000  nureing  /scene  Its.  and  80  percent  of  the  natloo'e  hospltsls  are  aeld 
to  heve  unfilled  nursing  positions. 

Recent  Information  from  state  hospital  associations  confirm  these  statistics. 
For  exavplt: 


In  October  19e0,  tho  Indiana  Hosltal  Association  reported  that  the 
vacsncy  rats  for  nurses  In  Indiana  hospltele  vaa  11  percent  for  1980, 
2.6  percent  higher  then  the  previous  year.     Overell,   the  nuree 
shortege  Is  »ons  severe  In  large  urban  areea.    Shortages  of  nurses  ars 
also  acre  revere  In  largsr  hospitals,  with  those  having  ttore  than  150 
beds  reporting  a  vacancy  rate  of  12.5  percent,  compared  to  s  5.3 
percent  rate  In  hoapltale  with  fewer  than  150  beds.    The  Cary  area  has 
the  highest  vacancy  rate  In  the  state,  at  22  percent,  followed  by  the 
Indianapolis  area  at  15.2  percent.    Hoepltale  In  XndJanapolls  ano  Its 
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adjoining  cotmtlta  hired  550  aore  RHe  in  1980  then  in  1979,  but  were 
•till   short  by  653  nursae.     Evaneville  area  hoepltale  reported  a 
vacancy  rate  of  9.8  percent,  1.2  parcentaje  point*  be  lev  the  etattvlde 
flgvra,  vhlle  th«  rort  Wayne  iru'i  vacancy  rate  vas  4.7  percent.  Th« 
lover  vacancy  r«t  aa  In  the  Evanevllle  and  Fort  Vayne  ereee  can  be 
partially   attributed    to  tha   preeence  of  four  of   Indiana 'a  alx 
hoapltal-baead  dlploM  achoola  of  nuralog. 

o       In  March  1980,  tha  Ohio  Hoapltal  Aeeoclatloo  raportad  that,  of  15,249 
full-tlae  budgeted  RH  ataff  nuraa  poaltlona  In  Ohio.  1,512  or  10 
parcant  vara  vacant.     Of  tha  7,248  pert-tlae  budgeted  RN  staff  poal- 
tlona, 932  or  12.9  parcant  vara  vacant. 

o  Id  July  1980,  tha  Korth  Carolina  Hoapltal  Aeeocletioa  raportad  that 
Korth  Carolina  naadad  1,300  additional  full-tlaa  RMe,  522  additional 
full-tlaa    LPVa,    198    part-tin    Ufa,    and    108  pert-tlae  IPNe. 

o       In  February  1980,   tha  Maryland  Hospital  Aaaoclatlon  raportad  that 
Maryland  'a  coaaunlty  hoapltala  vara  experiencing  a  14  pcrcant  ehortege 
and  an  epproelaate  29  parcant  annual  Job  turnovar  rata  aaong  Rite  and 
LPUi.     Tha  epaclflc  turnovar  rata  of  Rite  vaa  32  parcant  and  for  LFNa, 
27  parcant. 

o  In  Septeaber  1980,  tha  Ullnola  Hoapltal  Aaaoclatlon  reported  4,982 
vacant  RN  ataff  poaltlona  (13.4  parcant)  and  1,365  vacant  LPH  ataff 
poaltlona  (12.1  parcant)  In  Ullnola.  Regional  data  Indicate  that 
Chicago  haa  tha  hlghaat  vacancy  rate  In  the  atata. 

o       fn  Hay  1980,  tna  Florida  Hoapltal  Aaaoclatlon  raportad  2,520  vacant  RH 
poaltlona  and  904  vacant  LPH  poaltlona  In  Florida. 


According  to  tha  Dapartaant  of  Labor 'a  Bureau  of  Labcr  Statlatlca,  of  Job  opan- 
Ingt  In   tha  health  care   field   In  rt«  1980e  up  to  50  percent  will  be  for 
nuraaa— approximately  83,000  annual  opanlnge  for  Rita.  Hoapltala  are  not  only 
coocaroad  about   tha  praeent  ahortaga,  but  alao  about  the  future  availability  of 
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■»»!»•  (*reonn.l.  Even  though  job  opportunity,  .bound.  QOt  .nough  people  .re 
going  into  nur.lng.     The  number  of  graduating  nur..e  declined  2  percent  u 

i>79-th.  flr.t  wch  occurrtnc.  lQ  10  yMri^  toothtr  lh  p#rcw;  in  iM0> 

•ccordtn,  to  d.t.  fro.  the  MU.    With  the  ret.  of  un.«ploy~ot  for  nur.e— al.o 
2  perc.«-r-aol«t  *«  b.lov  th.  norm,  for  other  ct.gorl..  of  comp.r.bl. 
profeeelonel..  th,  league  pr.dlcu  th.t  the  current  nur.lng  .hort.g,  will  become 
•ven  wore,  in  the  near  future. 

The  fetor,  underlying  th.  .hort.g.  of  prof.,«lonal  Qurttt  lo  hotplt.U  ,rt 
nunerou.  ,ad  dlv.r,,.     «Ur,lng  «u,t  comp.t,  vlth  .  variety  of  oth.r  car.er 
opportunltl..  which  b.v.  become  Increasingly  available  In  r,c,nt  ye.re.    2ven  m 
tb.  prof,..loo  of  nur.lng.  0ur.«  hav.  the  opportunity  for  greater  dlverel- 
ftcattoo-tnto  lndu.trl.1  h..lth,  h«lth  promotion,  community  health  center,, 
and  clinic.,  for  example- which  h.v.  provide  the  prof...lon  vlth  «r..t.r  oppor- 
tunity, for  nobility  .nd  c.rnr  .dv.n«~nt  a.  veil  a.  «or,  convenient  work 
e. 


houre 


Compounding  the  problem  l.  the  trend  toward  .hort.r  lengthe  of  et.y  by  .or. 

•cutely  HI  p.tlent.  Quiring  t.chnologlc.lly  co^l«  nur.lng  care.  The 

crt.tlon  of  lnten.lv.  c.r.  unit,  .nd  .p.cl.llzed  ..rvlce.  within  hoeplt.l.  h.. 

r.,ult.d  la  .n  Increaeed  denand  for  Wa,   aa  have  chang.e  In  th.  utlllz.tlon 

pattern,  of  ho.plt.l.,  with  .hort.r  .t.y.  r.fl.ctlng  .  ,r..t.r  f0Cu.  on  th. 

planning  of  admt..iooa  and  dl.ch.rg..  .nd  gr..t.r  we  0f  outpatient  facility.. 

Th.  .ff.ctlv.na.,  of  ,uch  .pedal  ere  unit,  vlll  be  .merely  compronl..d  if 
.ufftcleot  Mbm  of  w.ll-tr.ln«J  hoaptt.1  nur.«  .r.  not  av.ll.ble.  The 
prw.ure.  f.lt  by  ho.plt.l  our...  are  ccmpoundad  by  the  trend  to  a  more  m.di~ 
cally  lnt«n,lve  ho.pltel  c.aaload.     Th.  d.*and,  on  nur«.  .r.  not  .Imply  phy- 
•ic.l  «od  n.nt.1.  but  th.lr  emotional  reeourca,  .r.  called  upon  a.  v.M.  ^U 
.blltty  to  ...t  .any  danande  I.  taxed  by  prolong.d  und.r.t.f f Ing.  ln  .Itu.tlone 
to  vhlch  ho.pt t.U  ar,  unable  to  recruit  nur..e.    Ho.pltel.  .re.  therefor., 
coat.™.,  .hat   a  p.r.t.fntly   Inadequate   .upply  w1M  compound  the  existing" 
probla.  by  further  dt.cour.glng  .cttv.  „ur...  .nd  Incr.a.lng  th.  pot.ntl.l  for 
wh.t  haa  btcn  called  "burnout." 
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All  purchaser*  of  health  care,  public  and  private,  bear  a  portion  of  the  coete 
associated  with  the  nurelng  ehortage.  Certainly  one  of  the  coat  Uportant.  yet 
leaet  quantifiable,  of  these  coats  Is  the  effect  of  a  shortage  of  resources  on 
the  health  of  the  nation.  Aa  vc  have  noted,  the  mleeion  of  the  hospital,  es  a 
central  component  of  our  health  delivery  eye  teat,  la  dependent  on  an  adequate 
supply  of  our.ee,  not  only  to  aupport  nev  health  care  technologies  but  also  to 
promote  efficiency  end  ef fectlvenees  in  the  delivery  of  baalc  health  services. 

Other  costs,  which  can  be  quantified  to  come  extent,  are  eignlflcant.  not  only 
In  their  abaolute  aaounta.  but  clso  In  the  context  of  opportunltiee  foregone  in 
a  time  of  scarce  economic  reeourcee.     For  example,  many  hoepltale  unable  to 
obtain  permanent  nur»lng  staff  have  reaponded  by  us In*  nurse  regietrlsa  ae 
sourcee  of   temporary  personnel.     Thla  extenelve  uae  of  registry  nurenu  sub- 
ctantlally  Increaeaa  the  coet  of  providing  care  to  hoepltal  pstlente  because  the 
feea  paid  to  regletrlea  fer  exceed  the  total  of  ealarlee  and  fringe  benefite 
peld   to  permanent  employees.     In  Chicago,  more  than  $7  million  wee  spent  in  one 
yeer  for  temporary  nurelng  pereonnel.    This  figure  underetatea  the  magnitude  of 
the  problem  «lncs  It  does  not  Include  the  hidden  coeta  Involved  In  the  constant 
orientation  process   that   la   needed   to  enable  theee  nuree*  to  function  In 
particular  hoapltal  envlronmenta. 

In  addition,  mxpenaee  Incurred  by  hoepltala  to  recruit  nurses  fron  other  fields 
and    to  attract    Inactive  nureee   Into  the  hoepltal  setting  have  rleen.  The 
average  hoepltal  recruitment  budget  hti  rlaen  63  percent  In  the  past  yiar. 

for    each  nuree  who   leaves,   the  National  Aeeoclatlon  of  Nurse  Recrultere 
tetlmattie  that  a  hospltsl  spenda  from  5150  to  $4,000,  with  an  average  of  51,000, 
to  recmlt  e  replacement.    Hoepltale  unable  to  obtain  permanent  etaff  hare  often 
responded  to  nursing  ehortages  by  using  nuree  reglatrlee — servlcea  that  provide 
poola  of  temporary  nuralng  pereonnel.    In  reeponse  to  a  «urvey  conducted  by  the 
AHA   In  January   1979,    35  state  hoepltal  aeaoclatlone  reported  that  nember 
Inetltutlooe   have  become  Increaelngly  reliant  on  tetsporary  nureea  for  their 
nursing  departmente. 

Ae  would  be  expected,  nursing  salaries  elao  ere  rlaing  vith  growing  deaand.  Real 
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v»««  for  Ua  racantly  h*..  incraaaad  tt  t  faatar  rata  than  raal  wagaa  for  .11 
Doo-.up.rvi.ory  vorkar*  lo  tb.  prima  aaetor.    In  Edition,  natty  hoapltala  h*v* 
bogus  apoclai  cowaaaatlon  incaatlvaa  for  waakaad  tod  oltht  work,    for  uopli, 
a  -wo  day  altanutl**"  la  mm  hoapltala  offara  auraa*  36  hour,  of  p«y  for  24 
hour,  of  «a*kand  d*y  .Mft  work  .ad  40  hour,  of  pay  for  24  hour,  of  waakaod 
olght  ahift  work.    Oihar  hoapltala  .ra  paying  $17  «  hour  to  UU  on  thi  night 
ahlft. 

to  addition,  th«  ahortag.  of  profaaalonal  ouraaa  will  hava  ..rlon.  cooaaquaocaa 
for  tb.  phyaical  valM>.lng  of  tha  growing  aldarly  population.    Aamrtcaoa  ovar 
65  acccmt  for  23  pare  ant  0f  hoaplt.l  dlachargaa  «0d  35  porcant  of  total 
hoapiUl    day  a;    thay   azparlanca    50   parcant    longar    langtha-of-atay  and 
coaoaratlwaly  hlghar  aurgary  rata. 

According  to  HHS,  tb.  65-.nd-oldar  group  la  tha  faat.at  grovlo,  aag^t  of  tha 
Awrican  population.    »y  tho  yaar  2039,  tbarn  will  b*  mora  than  50  alllloo 
African.  65  yaar.  or  oldar~.o  aatl«tad  17  parcant  of  tha  total  population  in 
th.t  yaar.    Thia  ah.rp  rlaa  in  tha  mmbar  of  oldar  American,  will  hava  a  <jra- 
cmtic  affact  on  utlllxatlon  of  hoapltal  and  nuralng  how  car  a.    rrojactad  tranda 
for  abort-stay  hoapiul  <Uya  of  can,  raportad  by  tha  National  Cantar  for  Haalth 
Statiatlc.  Hoaplt.l  Dlacharga  Surray,  ahow  that  during  tha  naxt  25  yaara,  total 
day.  par  yaar  will  iocraaaa  fro.  36  to  47  parcant,  with  12  to  20  parcant  0f  tha 
incraaaa  dua  to  tha  aging  of  tha  population. 

Tha  proviaion  of  haalth  car.  fCr  tha  oldar-aga  group  will,  of  nacaaalty,  ba 
•  h.r«d  aaong  .11  h.alth  profaaalonala  within  tha  da  11  vary  ayata.;  hovavar,  tha 
graataat   raapooalblity  will  undoubtadly  fall  to  nuraaa,  who  auat  .ttand  to 
patianta*  daily  owdi.    Hanca,  thara  la  llkaly  to  ba  an  tvar,  graatar  naad  for 
apacially  trained  nuraa*  to  »«t  tha  uulqua  wdlcl  raquirawnta  02  tha  aldarly, 
whoaa  damanda  f0r  raatoratlva,  ulntcn.nca,  and  palllatlva  c.ro  tra  graatar  than 
thoaa  of  tha  gaoar.l  population,    for  axaapla.  four  out  of  fiva  oldar  paraona 
hava  at  laaat  0na  chronic  dlaaaaa.    Of  tha  81  parcant  who  hava  chronic  condi- 
tion*, 46  parcant  azparlanca  .ctlvity  limitation.;  40  parcant  ara  llmltad  in 
«*Jor  .ctiviti...    Koraovar,  the  aaaa.ataot  and  iaplawntatlon  of  appropriate 
plana  of  cara  for  aldarly  p.tianta  ara  nor.  difficult  bac.ua*  a  varlaty  0f 
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physiological  sad  psychosocial  factor*  must  be  taken  Into  consideration.  Such 
factors  deepen  ths  sswsrlty  of  tha  arising  ahortaga. 

Co  ids  Hoes  for  fsdsrsl  Support 

Is  wiser  of  ths  currant  sad  projected  nursing  ehortsgs,  th*        hsllsTss  thst 
fedsrel  support  for  nursing  s ducat ion  should  continue.    Consequent ly »  vhlls 
addrssslag  ths  VMC  Issue,  ths  AIA  Is  focusing  Its  comments  on  certain  programs 
undsr  Tltls  XX,  tfurss  Training,  in  S.799,  ths  health  manpower  bill  bsfors  this 
Cosmlttss.    In  our  opinion,  ths  prlorttlss  for  funding  should  bs  *n  ths  7ol  lov- 
ing order:     (1)  student  assistance,  (2)  special  project  grants,   (3)  sdrsncsd 
nurss  training  progrsss,  sad  (4)  Institutional  support. 

Student  Aeslstsncs 

Ths  AJU  hsllsvss  thst  student  loan*  and  acholerehlpe  should  be  continued  st  ths 
currsnt  funding  lsrsl  la  order  to  ssslst  studsnts  who  may  othsrwlss  not  bs  sbls 
to  coexists  thslr  sducatlon.    Section  212  of  S.799  proposss  to  si lml nets  ths 
existing  scholarship  grsat  progrsa  for  nursing  education,  end  ths  bill  would 
prorlds  so  new  suthorlxstloo  for  existing  studsnt  loan  funds.    Xnstesd,  Ssctlon 
208  of  the  bill  would  amend  currsnt  law  to  permit  ill  nursing  studente  to  spply 
for  loans  undsr  ths  Rational  Dofsnss  Education  Act  of  1939.     In  view  of  the 
extreme  need  for  support  of  nursing  sducatlon,  ABA  opposss  chsngss  in  ths 
scholsrshlp  grant  and  loan  progrsme  sod  urgso  thslr  continued  funding  et  currsnt 
suthorlxstloo  lswsls.    We  bsllrr*  thst  Ssctlon  208  of  the  bill  Is  ssrltorlous  In 
that  It  would  open  an  svsnus  of  support  thx<  currsntly  Is  not  srsllsbls  to 
nursing  studsnts.    Bowsvsr,  by  Itself,  tha  MDEa  loan  program  will  be  lnauffl- 
clsnt  to  compsnsst*  for  propossd  ihsngee  In  ths  scholsrshlp  grsnt  sod  loan 
program,  bscsums  competition  for  limited  funding  will  meke  If  difficult  for 
nursing  education  to  rscslTS  ths  priority  It  deeerree. 

icholsr ships  haws  bsso  awarded  In  schools  of  nursing  to  those  In  greetsst  f i- 
nsnclsl  need;  such  studsnts  frequently  com*  from  backgrounds  thst  sake  It  diff- 
icult for  them  to  borrow  from  the  prlrsts  sector.  Korsovsr,  such  studsnts  srs 
not  In  position*  both  to  support  themssWss  through  part-time  Jobs  and.  If 
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court,  roquirt^a*.  dlctata.  to  pur.ua  aa.d.4  rar*dl.l  and  .uppl—nt.ry  pro- 
fran.. 

Data  obtain*  fro.  th.  HHS  publictioo.  tatry  into  Murala,.  r.rt  II."  indlc.t. 
that  tha  «ott  .Ignlflcaat  d.t.miaanu  of  a  atudaat d.claion  to  apply  to  a 
particular  au^m,  protrm«  ar,  th,  co-t  e£  th#  profr-i  ^  -wlUblUty  pf 

financial  aid.     Currantly.  on.  la  .vary  thraa  applicant,  aaka  for  financial 
aaalataaca* 

An  analy.la  of  fad.rai  atudaat  aaalatanca  for  Nacal  Yaar  1974  ahovad  at  20 
parent  of  aortlat  acholarahlpa  war.  awardad  to  black  atud.au.  a  proportion  In 
axe...  of  tha  2.3  parent  of  black  0«r.aa  la  actlra  practlca.    Tha  «o<t  racant 
flturaa  fro.  th.  KM  .how  a  dacraaaa  In  aamlln*nu  for  both  alacrity  and  mala 
atudanta   In  baalc  aur.la*  program.    C.aatlon  of  acholarahlp  fuadla*  vould 
c.rtalaly  ralaforc  thla  tr.ad. 

Ia  addition.  .any  auralnt  .caoola  r.*ort  to  ua  that  up  to  60  parcaat  of  th.lr 
•  tudant  bodia.  mmj  b.  dapaadaat  oo  m.  for*  of  atudaat  aaautaac.  with 
faa.ial  t  bodlaa  «t  b.  d.p«ad.at  oa  iom  f0™  of  .tud.at  aaalataaca.  with  f.d- 
aral  foadlaa  aupplyln,  a  ultniflcaat  proportion  of  that  aid.    Tuition  co.ta  for 
aurala,  atudaat.  alao  taad  to  b.  hlah  In  con*arlaoa  vlth  tuition  co.ta  for 
•durational  prosra-  In  tha  Ubaral  arta.  bacaua.  fraquantly  th.ra  ara  labora- 
tory f.«a,  cotta  of  traMportatlot>  to  clinical  altaa,  and  axcaptloaally  high 
taach.r/  atudaat  ratio,  in  c<mparlaon  „ith  oth.r  uod.rjr.duat.  pro«ra»a.  Th. 
withdrawal  of  f.daral  atudaat  aaalatanca  fundiat  would  b.  particularly  hard  on 
priYata  nurala,  achoola  In  atata.  whara  public  fuada  ara  aval  labia  only  for 
atata  Institution.. 


SpacUl  Prgjact  Grants 


Th.  AHA  la  plaaaad  that  S.799  propo.aa  to  cxt.ad  authority  for  ap.clal  proJ.ct 
ftaata.    Tha  Aaaoclatloa  aupporu  tha  coatlauatloa  of  auch  (rant,  at  curraat 
authorlzatloa  Uv.la  la  ord.r  to  Incr.aa.  th.  aupply  or  laprov.  th.  dlatrlbutloa 
by  ,.oir.phlc  ara.  of  adaquataly  trains  paraoanal;  to  prowlda  „ora  opportua- 
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ltiaa  for  dlaadvantagad  or  minority  nuraea;  and  to  lap  r  ova  curricula.  Including 
thoee  for  pediatric,  obatetrlc,  and  garletrlc  nuralng. 

Tha  Association  coaaenda  tha  chairman  for  Including  la  S.799  apaclal  conalder- 
atloo  for  projacta  that  would  (1)  proaota  career  articulation  ;0r  nuraaa  who 
vant  to  aovt  up  tha  prof esalcmal  Uddar;    (2)  ancouraga  aergers  between  hoapltal 
and  collaglata  achoola  of  aura log;  and  (3)  anhanca  tha  clinical  training  of 
nursing    atudente,    aapeclally    through    Intarnahlpa/    praceptorshlps  and 
"reality-baaed"    (i.a.,   24-hour)   axpartences,   and  provlds  opportunities  for 
nuralng  faculty   to  upgrada  thalr  clinical  aU.Ua,  sspeclslly  via  ahort-tara 
tralnaaahlpa.     Tha  apaclal  projact  grant  aactlon  ahould  focus  on  prograas  that 
ancouraga  recruitment  and  ratantlon  atrataglaa  Involving  hoe pi U la  anJ  achoola 
of  nuralng.  Salov  U  •  Hat  of  aoaa  poaalbla  exeaplee. 

Caraar  a;tlculatlon:    Spaclal  projacta  daalgnad  to  ancouraga  caraar  motility. 
Ona  of   tha  major  problaas  that  ax  lata  today  In  nuralng  education  la  tha  lack  of 
a  atandard,  articulated  career  Ladder  that  would  enable  aoet  nureee  to  progreee 
from  entry  laval  up  to  tha  hlghaet  lavxl  through  a  recognized  hierarchy  of 
atepa.     In  fact,  a  direct  aducatlonel  cereer  ladder  doae  exlet  for  aoaa  nuraee 
who  antar  tha  eyetea  by  earning  e  beccaleuraata  degree  In  nurelng  (BSN),  are 
than  qualified  to  enter  e  master* a  program  leading  to  e  nuralng  degree,  and 
prograas  to  e  doctorel  degree  In  nurelng.    However,  because  tha  vast  majority  of 
practicing  nureee  todey,  end  the  majority  of  nuraee  entering  the  profeeelon  In 
any  given  year,  do  not  hold  a  becceleuraete  degree,   t.My  are  excluded  froa 
ismtdlete  accaee  to  advanced  educational  opportunltlae. 

For  nuraee  who  wish  to  prograae  through  the  aducetlonel  ayatea,  the  beccaleu- 
raata degrr*  is  the  gateway  to  advanced  prograae.    A  nuree  who  undertekee  baelc 
educetlonel  preparetlon  for  e  practical,  associate  degree,  or  dlploaa  prograa 
leeks  such  e  gatcvey,  in  thet  hie  or  her  academic  credlte  generally  do  not  epply 
towarda  a  beccelaureete  degree. 

Fadaral  funding  of  apaclal  project  grant*  Jtelgned  to  promote  cereer  articula- 
tion would  have  the  following  beneflte: 
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(1)  Nureee  Making  higher  educetlon  would  b«  lualifud  to  move  through  the 
eyatem  la  en  orderly  vey. 

(2)  All  prevloue  educational  exnerlencee  In  nursing  vould  tarn  ecadtmic 
credit. 

(3)  Employing  inetltutlone  vould  have  •  more  highly  qualified  work  pool 
available  to  that,  tnd  a  etaff  potantially  more  able  to  aatiafy  their 
Individual  career  aaplratlona. 

(4)  Public  and  arlvata  funding  for  nuralng  education  vould  be  sort  aff ac- 
tively utlllzad  If  aarnad  cradlta  vara  tranefereble  among  prograaa. 

(3)    Both  individual  nureee  and  employere  vould  benefit  If  uniform  ex- 
pectations end  ekllle  vara  edopted  for  each  level  of  education  within 
a  elagle  eyetaa. 

Mergere  betvaen  hoeplcele  and  colleglete  achoole  of  nurelng:  Speclel  project 
grant  Bonay  ehould  be  uaed  where  epproprlete  to  encourege  hoapltal-baaad  achoole 
of  nurelng  to  aerge  vlch  colleglete  achoole  of  nuralng.  It  le  our  belief  that, 
where  coooeretlve  errantaaaate  ax  let  to  facllltete  the  lntegretlon  of  new  pro- 
faaelonale  Into  Che  wot.  piece,  the  retention  of  such  profeeeloaele  le  hlgner. 
Such  lyetass  Include  Joint  eppolntaente  for  clinical  mireee  aa  academic  feculty 
membere,  euporvleed  precentorehlp  and  internship  programs,  and  other  auch  formal 
relet lonahlpe  betwean  acad«mic  and  eervlce  lnatltu clone  to  help  cloee  the  widely 
identified  gap  betveen  the  educetlon  end  eervlce  programe. 

lecent  mergere  have  ehovn  the  following  beoaflte? 

(1)  The  veluae  and  particular  vlrtuea  of  the  hoepltel  achool  ere  main- 
tained. 

(2)  Studeate  la  achoola  that  have  marged  with  academic  lnetltutlona  ere 
■ore  easily  accorded  credit  for  generel  educetlon  couraework  end  for 
nurelng  coureee. 

(3)  The  fruatretlone  of  RNe  aeeklng  to  enter  higher  educetlon  levela  are 
evolded. 

(A)    The  hoepltel  that  contlnuae  to  aerve  aa  a  elte  for  clinical  Instruc- 
tion potentially  haa  the  chance  to  recruit  for  lte  own  lebor  force 
emong  the  etudente  of  tha  program. 
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Clinical  educstion:    Spsclsl  projecte  deelgned  to  encouregs  clinical  education. 
T*deral-  emeletanca  for  clinical  education  programs  to  both  basic  and  advanced 
aunt  training  program*  la  crucial.    According  to  hoapltal  administrator*,  many 
basic  education  program*  do  not  plac*  eufflelent  emphasis  on  clinical  training, 
which  must  than  b*  provided  on  th*  Job.     Expoeure  to  etich  training  may  alao 
motlvsts  a tudaata  to  chooaa  th*  hospital  tatting  as  a  work  aaTlronmsat  upon 
completion  of  thslr  basic  progrsm*.    Horsovsr.  bacsuss  of  tha  lacrssss  la  tech- 
nology *ad  tha  development  of  epscisl  cars  ualts,  clinical  training  is  ssssntial 
at  tha  advaacsd  lsvsl  to  prspsrs  nursss  to  mast  th*  chsllsngss  of  spsclslissd 
nursing  in  th*  hospital  setting. 

Advanced  Kuree  Traialaj 

The  AHA  coot louse  to  support  advanced  aur««  tralaiag  programs  vMch  provids 
funding  for  three  major  catsgorlsa:    preparation  of  aurelng  faculty,  the  quality 
of  whom  has  a  direct  effect  on  the  quality  of  cere  given  by  etudente  to  pa- 
tlente;  managerial  education  for  supervisory  sad  admlnietratlve  nursee.  most  of 
whom  presently  rsly  on  oo-th«-Job  training;  end  advanced  training  in  epscislty 
srsas.    Program*  for  tralaiag  nursing  admlolstratore  are  particularly  Important 
because  a  lack  of  nurelag  eervlce  administrators,  combined  with  the  eomstimaa 
lnsdsqusts  management  training  of  many  nureen  ssrvlng  la  administrative  capacl- 
tlea.  hae  contributed  to  the  grcvlng  dleeatlafactlon  and  subsequent  ahortage  of 
nureea. 

Advaacsd  aurss  trslaiag  progrsm*  ehould  be  offered  oa  a  part-time,  aa  veil  ae  on 
a  full-time  baa  la.  since  many  prospective  enrollees  must  continue  to  work  to 
msst  psrsonal  financial  nsede.    Advanced  nuree  training  funde  can  encourage  the 
development  of    lnaovstlvs  work/   study  progrsm*.     For  ssaapls.  s  procjrsm 
developed  Jointly  by  the  AHA  end  the  University  of  Illinole  School  of  Kurelng 
could  be  rsplicetsd  la  other  plac*a  with  advanced  nurse  tralaiag  funds.  Tha 
progrsm  sasblss  pnctlclng  nursing  ssrvlcs  sdmlnistrstors  "o  coablne  their 
continuing  work  experiences  with  sltsrnstlng  rssldsntlsl  sssslons.  featuring 
eelf-leernlng  modulss  supplemented  by  s  locsl  preceptor'e  instruction.    Such  s 
progrsm.  sdoptsd  nallorvlde.  would  help  meet  the  urgent  need  for  mors  formally 
educated  management  nureee  in  hoepltale.    Such  coureee  ehould  be  credit-carrying 
to  enable  etudente   to   attain  degree  etatua  by  consolidating  couraevork. 
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Institutional  Support 

«.7M  proaoeee  to  ellmlaate  Inatltutioeel  mpport .    AIA  mccwimU  that  eny 
reduction  in  federal  institutional  support  should  be  •  sradual  «tW  orderly 
process  that  Till  mot  jeopardies  the  viability  of  exletlni  profrea*.    Do  era esse 
la  cepltatlon  funds  should  to  accompanied  by  edeeuete  fu»11af  for  stud* at  ee- 
?l«t«Rei  and  epvclal  greate. 

Should  federal  support  for  epilation  greate  to  schools  of  nursing  be  cootinund. 
tha  AIA  urfsa  that  tha  support  ha  provided  to  ill  thraa  has  1c  nureUf  prog ran*  r 
dlploaa.  aaaoclsta  degree,  sod  haccalauraats  degree,    lure  lag  schools  ara  de- 
pendent om  capitation  funds  for  general  support,  which  la  vital  If  they  sra  to 
help  aaat  ths  Increasing  dsaand  for  more  boepltel-baeed  aursss  snd  aors  nuraaa 
to  fin  position*  la  elteraetlvn  setting*.    They  slso  sra  dapandant  on  such 
funds  for  ealergonwnt  of  facultiss.  of  which  thars  la  currant ly  s  ssrtoua  short- 
ege.    Without  such  funds,  tha  shortage  would  ha  inmitid,  resulting  in  cut* 
hacks  in  thsss  educational  progress. 

Coagraee  may  wish  to  provide  cap its t ion  on  sa  incentive  svsrd  has is,  ravardlng 
thoea  schools  that  help  aaat  national  priori; lee.  such  as  lncreaesd  enrollment 
of  dleedvaateged  students. 


Although  $.799  doaa  not  currently  eddreae  the  7HC  leeue.  the  ASA  racoamende  thet 
lenguage  ha  edded  to  the  bill  that  would  extend  the  "eubeteatlel  disruption" 
waiver  pro  vie  loo  of  Section  212  of  tha  Immigration  and  Metioaellty  Act  to 
Decaaber  31,  190*.    Existing  Uv  permit e  teechlag  teaching  hosplteU  to  reeueet 
e  waiver  of  certain  provisions  of  the  act  (vhlch  llnlt  the  participation  of  rXCe 
in  U.S.  grades  swdlcsl  educetlon  program*)  if  it  Is  ehovn  thet  exclusion  of  sa 
slisn  sadical  graduets  froa  the  progran  would  caut*  e  eubeteatlel  ileruptlon  in 
the  heelth  eervlcee  provided  by  the  hoepltel.    Under  current  lev,  thle  velver 
expiree  Dcceaber  31,  1981. 

Although  hoepltele  ere.  la  eccordeace  with  federel  policy,  raduclag  their  re- 
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llenca  o*  *eubatentlel  disrupt  loo"  we  1  vera,  such  vl< 


111  telng  grsntsd 


das  to  their  importance  to  the  hoepltele  receiving  thea. 

Beceat  date  show  thst  there  hss  besn  •  stsedy  decline  Id  the  number  of  PCs 
since  1977:  aa  of  noveabar  3.  1973,  7305;  as  of  June  30.  1976.  7430;  ee  of 
January  10.  1977,  3090;  •«  of  January  10.  1979,  3331;  aa  of  January  10.  1979. 
2378;  end  aa  of  January  10,  2000. 

The  availability  of  valvar*  for  WCa  la  critical  to  certain  aajor  urban  haalth 
laatltutloaa.    Many  boapltala.  both  public  and  prlvata.  ara  experiencing  aarvara 
financial  difficulties  aa  a  raault  of  tha  voluaa  of  uncompenseted  aarvlcaa 
provldsd  to  urban  raaldanta  lacking  health  Ineurence  or  eligibility  for  public 
program*,    k  elgnlflcent  side-effect  of  thla  problaa  la  tha  dacraaaad  ability  of 
each   hoepltele   to  rataln  radical  staff  and  to  aalntaln  greduete  Mdlcal 
adocatloa  program*.    Aa  financial  coodltlooa  voraen,  aalarlaa  In  thoaa  boapltala 
cannot  keep  paca.  aad  tha  ability  of  tha  lnatltutlona  to  aalntaln  tha  equipment 
aad  aupport  aarvlcaa  required  by  phyelcUns  In  apaclalty  practlcaa  bscomas 
severely  Halted.    Tha  Inability  of  the  eg  hoapltala  to  rataln  phyalclana  In 
apaclalty  practice  blndara  thalr  ability  to  provide  eervlcee  to  petlrnte  who 
need  than. 

The  AJU  eleo  urgss  tha  lncluelon  In  $.  799  of  a  provision  vhlch  vould  extend  the 
length  of  tlaa  DCs  aay  epeod  In  tba  United  Stetaa  for  training  froa  tha  ex- 
isting two  yaara  to  seven  yaere.    The  propoead  change  vould  recognise  that  aany 
postgraduate  progreaa  require  more  than  tvo  yeers  to  complete. 

Attached  la  e  chert  which  llete  the  number  of  residency  vecenclea  requeete  end 
approvaU  by  apaclelty. 


The  American  Hoapltel  Aaeocletlon  apprecletaa  this  opportunity  to  present  its 
rlevs  on  the  nursing  end  DiC  Issues  being  consldsrsd  by  ths  Commit tss  snd  vould 
be  pleaaad  to  provide  any  further  Information  or  eeeletence  thst  nay  be  re- 
queeteJ. 


C0KCLUS10K 


447 


STATISTICAL  SWMAKT  OF  RESIDENCY  POSITIONS  BY  SPECIALTY 


9  Poaltlon* 

#  2s aidant a  on 

#  Vacant 

Z  Vacant 

SPECIALTY 

1979-80 

Duty  9/1/79 

Poalelona 

Poaltlona 

Ail  a  T     1  I^muaoI  ojy 

1 54 

155 

0 

0 

*AnaathaslolorY 

2  799 

2  , 491 

308 

111 

Colon  and  KacCal  Surxary 

4A 

2 

4Z 

Dar^at  olory 

797 

80* 

0 

0 

Dar^MCopatHol 

16 

19 

0 

0 

*jMm\ ] y  pracCica 

7  Oil 

6 , 352 

659 

91 

*Tnt tmil  fedlclna 

17,074 

494 

31 

*X«uro  1  otlcal  Surfary 

596 

 ^5  79  

17 

3X 

*Mau  colony 

1,323 

1  212 



81 

Noclaar  Kadlcina 

219 

45 

20Z 

*Obat • t  rlca/Cynacolosy 

4,  705 

4  496 

41 

*0pthaaolofy 

1,532 

1.5  33 

0 

0 

Orthopadlc  S  kit  fry 

2.563 

2.572 

0 

0 

Otolarmtolojcr 

1.079 

1.038 

41 

4Z 

*P«cholorr 

2.819 

2.519 

300 

HI 

Blood  Btnklni 

29 

21 

8 

31 

Foraaalc  Pathology 

42 

24 

18 

4  3Z 

Xauropatholorr 

62 

5? 

10 

16Z 

*Padlat  rlcs 

5.639 

5.603 

36 

1Z 

Pediatric  Allarrr 

S5 

53 

12 

5Z 

Pediatric  Cardiology 

144 

128 

16 

11Z 

•Physical  M'cloa/Iahabll. 

507 

490 

17 

3Z 

PlaaClc  Surfary 

422 

A12 

10 

3Z 

Pravantlva  Madlcloa 

Caoaral 

237 

199 

38 

16Z 

Aaroapaea  Medlclna 

45 

25 

20 

44Z 

Occupational  fedlclna 

87 

70 

17 

19Z 

Public  Haalth 

29 

23 

6 

21Z 

•Payehlacry 

4,730 

3.901 

829 

17Z 

Child  Psychiatry 

695 

521 

174 

25Z 

Radio lo |y ,  Diagnostic 

3.090 

3.069 

21 

1Z 

•Radlolojy.  Thtrtptudc 

512 

377 

135 

26Z 

•Surtary 

8.539 

7.689 

850 

10Z 

Padlacrlc  Surxarr 

24 

37 

0 

0 

Thoracic  Surge rv 

285 

276 

11 

4Z 

•Urology 

1.132 

1.077 

55 

5Z 

TOTAL  69  .  036  6  4  .  6  1  5  4  .  421 


Sourea :     '80/* 81  Dlractory  of  Basldancy  Tralolat  Protraas 
Aaarlean  Radical  Aaaoelatlon 

*  Spsclaltlaa  In  which  valvar*  \*vn  baan  grantad  during  1978-80 
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AMERICAN  DENTAL  ASSOCIATION 


»*ft*N0TON  Q09KM  •  SUTt  1004  >  iiOi-iTTMSTMUT  M  W   •  waSMNQTOn  OC  N04  •  »»04JW«U30JI 


April  28,  1981 


The  Honorable  Orxin  Batch 
Chairman 

Committee  on  Labor  and  Human  Resources 
United  States  Senate 
Washington,  D.C.  20510 

Dear  Chairman  Batch: 

I  an  writing  to  express  the  views  of  the  American  Dental  Association 
on  legislation  (S.799)  to  amend  and  extend  the  Health  Professions 
Educational  Assistance  Act  (P.L.   94-484).     Last  year  the  Association 
submitted  a  detailed  record  statement  on  this  important  issue.  Our 
comments  in  this  letter  are  intended  to  emphasize  certain  aspects 
of  federal  health  manpower  assistance  with  which  the  Association  has 
a  particular  concern.    We  respectfully  request  that  these  recommen- 
dations be  included  within  the  hearing  record. 


Studies  conducted  by  government  and  private  entities  over  the  last 
several  vears  havt  shown  that  the  collective  capacity  of  the  nation's 
dental  schools  is  sufficient  to  meet  and  exceed  the  current  and 
projected  demand  for  dental  services.    The  Association  is  in  accord 
with  these  findings  and  therefore  reiterates  the  position  taken  many 
times  in  the  past  that  the  government's  support  of  the  country's 
dental  schools  should  not  be  linked  to  a  formula  that  has  already 
burdened  the  system  by  requiring  or  encouraging  the  admission  of 
additional  students. 


A  recognition  that  this  country  has  achieved  an  adequate  supply  of 
health  care  practitioners  does  not,  however,  relieve  Congress  and 
the  Executive  of  the  obligation  to  continue  supporting  the  enterprise 
which  they  have  promoted  and  encouraged.     Continuity  and  predict- 
ability of  revenue  is  as  important  to  the  health  education  system 
as  it  is  for  any  large  and  complex  activity.     Dental  education  in 
particular  rests  upon  an  extremely  fragile  economic  base.  Between 
1970  and  1980  the  average  annual  cost  to  tram  a  dental  student  in- 
creased by  over  120  percent.     The  current  educational  costs  to  a 
aonctl  »chool  exceeds  $2*,CCC  yearly  -  a  level  which  is  cr.a  cf  the 
highest  among  the  health  profession. 


Institutional  Support 
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The  Honorable  Orrin  Hatch 
April  29,  19S1 
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School*  of  dentistry  are  presently  receiving  over  $12  million  in 
annual  capitation  grant  support.     Because  of  the  inability  of  many 
schools  to  generate  replacement  funds,  the  American  Dental  Associa- 
tion urges  the  Subcommittee  to  give  serious  consideration  to  the 
establishment  of  an  alternate  mechanism  for  providing  institutional 
assistance.    Such  a  funding  authority  should  not,  as  stated  earlier, 
be  linked  to  a  student  enrollment  formula.    Rather  it  should  be 
structured  to  ensure  an  adequate  and  stable  level  of  federal  support 
calculated  as  a  percentage  of  a  school's  instructional  budget  or  non- 
federal expenditures.     Previous  studies  by  the  Institute  of  Medicine 
of  the  National  Academy  of  Sciences  include  specific  recommendations 
on  such  an  approach. 

Student  Assistance 

The  American  Dental  Association  believes  that  a  comprehensive  and 
financially  viable  program  of  health  professions  student  aid  should 
be  accorded  a  top  priority  m  any  renewal  of  the  health  manpower  law. 
Our  position  on  this  issue  is  prompted  by  a  concern  that  a  prospective 
withdrawal  of  federal  institutional  support  will  force  many  dental 
schools  to  raise  tuition  to  unacceptably  high  levels.     The  conse- 
quence of  this  action  is  already  evident  m  the  precipitous  decline 
in  dental  school  applications  which  has  occurred  since  1974.  Between 
the  acadecic  years  1973-74  and  1979-80,  the  average  tuition  rate  at 
all  dental  schools  increased  by  126.     During  the  same  period  the 
number  of  individuals  applying  to  dental  schools  fell  by  26  percent. 
The  most  recent  data  available  to  the  Association  indicates  that  a 
sizeable  majority  of  the  more  than  22,000  dental  students  require 
financial  assistance  to  complete  their  education.     It  is  reasonable 
to  assume  that  the  absolute  number  of  students  seeking  aid,  as  well 
as  the  level  of  assistance  raguired,  will  grow  in  proportion  to  the 
additional  increases  in  tuition  which  can  be  expected  to  occur  in  the 
next  few  years . 

It  is  important,  we  believe,  that  a  student  assistance  program  be 
responsive  to  the  needs  of  the  participant  while  in  school  rather 
than  on  a  perception  of  income  in  later  professional  life.  The 
American  Dental  Association  supports  the  provisions  of  S.799  which 
would  permit  health  professions  schools  to  continue,  for  three  years, 
direct  student  loans  frotr  those  sums  which  are  and  become  available 
from  their  respective  revolving  funds.     Unfortunately,  the  bill  does 
not  authorize  additional  federal  contributions  to  the  school  loan 
accounts.     We  respecLTully  disaoree  that  the  sums  which  are  repaiu 
to  tfca  revolving  funds  will  be  sufficient  to  meet  the  financial  needs 
of  our  dental  students.     The  Association  therefore  strongly  recommends 
that  Section  742  of  the  existmc  law  be  retained  with  an  annual  authori- 
zation of  $25  million. 
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The  bill,  S.799,  proposes  a  "graduated  repayment  plan  option"  for 
students  who  borrow  under  the  federally  insured  loan  program  (HEAL) . 
Although  this  provision  will  provide  a  measure  of  financial  relief 
while  a  student  is  in  training,  the  ultimate  level  of  indebtedness 
may  well  become  unmanageable  as  a  consequence  of  a  continuing  accrual 
of  interest.  This  concern  underscores  the  urgent  need  to  provide  some 
form  of  interest  subsidy  under  the  HEAL  authority.    A  provision  of 
this  nature  must  be  considered  by  the  Committee  if  federally  insured 
loans  are  to  become  a  viable  mechanism  for  student  aid  during  periods 
of  high  interest  rates. 

The  number  of  exceptional  financial  need  scholarships  which  have  been 
available  to  dental  students  under  the  current  law  has  admittedly  been 
all  too  few.    Nonetheless,  those  dental  students  who  did  receive  this 
assistance  during  the  1980-81  academic  would  undoubtedly  have  been 
unable  to  pursue  a  dental  career  without  such  scholarships.  The 
American  Dental  Association  urges  a  continuation  of  this  authority 
(Section  758)  with  amendments  allowing  exceptional  financial  need 
scholarships  to  be  available  for  all  four  years  of  a  recipient's 
training. 

Dental  General  Practice  Residencies 

The  American  Dental  Association  is  most  concerned  over  the  proposed 
elimination,  in  S.799,  of  support  for  dental  General  Practice  Resi- 
dencies as  authorized  in  Section  786  of  current  law.     These  programs 
have  been  particularly  effective  m  providing  the  future  general 
practitioners  with  the  skills  and  experiences  necessary  for  the 
provision  of  comprehensive,  primary  dental  care.     The  number  of 
general  dentistry  residency  positions  is  limited,  even  with  federal 
assistance.    A  withdrawal  of  this  support  would  certainly  preclude 
the  development  of  any  new  residency  programs  and  would  likely  jeo- 
pardize those  which  do  exist.     Given  the  stated  emphasis  on  "stimu- 
lating training  in  primary  care",  we  fail  to  understand  the  basis  for 
the  sponsors  of  S.799  to  recommend  a  repeal  of  the  one  program  which 
is  designed  to  prevent  overspecialization  in  dentistry.     The  ADA 
accordingly  urges  that  that  Section  165  of  S.799  be  amended  to,  (1) 
authorize  a  continuation  of  dental  General  Practice  Residency  support, 
and   (2)  earmark  not  less  thatn  10  percent  of  the  total  sums  authorized 
under  Subsection   (b)  for  this  purpose. 

Enrollment  Commitments 

The  American  Der.tsl  Association  fully  endorses  the  previsions  of 
Section  122  of  the  bill  which  would  direct  the  Department  to 
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unilaterally  release  schools  which  have  received  construction  grant 
assistance  from  all  contractual  enrollment  commitments  entered  into 
under  that  authority.  As  we  understand  this,  and  other  Sections  of 
the  bill*  dental  schools  would  then  be  free  to  establish  enrollment 
levels  which  are  compatible  with  their  educational  resources. 


Sincerely, 


Wilfred  A.  Springer,  D.D.S. 
Chairman 

Council  on  Legislation 
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The  Association  of  Schools  and  Colleges  of  Optometry  and  the 
American  Optometric  Association  appreciate  the  opportunity  to  submit 
comments  on  the  proposed  legislation  S.  799  and  S.  801  under  considera- 
tion by  the  Committee  on  Labor  and  Human  Resources.    We  represent  the 
sixteen  schools  of  optometry  in  the  United  States  and  the  20,000 
practicing  optometrists  which  are  vitally  interested  in  the  role  the 
Pederal  Government  has  and  will  play  in  health  professions  education. 

We  have  reviewed  S.  799  and  S.  801  and  wish  to  comment  on  the 
provisions  as  well  as  to  suggost  amendments  necessary  for  ensuring 
the  American  people  an  adequate  supply  of  optometrists  as  well  as 
quality  vision  care  servcies  in  the  future. 

Over  the  last  two  decades  the  Congress  has  demonstrated  its  concern 
for  education  in  the  health  professions  by  passage  of  significant  legis- 
lation which  has  increased  the  numbers  of  optometric  graduates,  provided 
educational  access  for  the  less  afiluent  and  effectively  upgraded  the 
quality  of  education.    Great  strides  have  been  made  and  the  Congress 
can  be  justly  proud  of  its  contributions. 

In  many  ways  S.  799  represents  a  sudden  and  unwarranted  retreat 
from  this  success  which,  if  allowed  to  stand,  will  reverse  the  trend 
toward  adequacy  and  quality.     Recent  studies,  testimony  before  this  and 
other  committees,  and  a  general  public  attitude  suggests  that  unless  we 
immediately  cease  all  Federal  support  there  will  be  a  large  and 
detrimental  excess  of  health  professionals  in  our  country.  Further, 
that  the  •excessive"  income  levels  of  health  professionals  justify  that 
they  go  into  significant  debt  to  gain  their  education.    These  state- 
ments may  possibly  be  true  for  some  health  professions  but  it  is  our 
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opinion  that  they  art  being  erroneously  translated  to  apply  to  all. 

An  excess  of  orthopedic  surgeons  should  not  control  the  education 
of  podiatrists,  nor  should  the  existence  of  too  many  ophthalmologists 
justify  that  they  perform  optometric  functions.    Other  studies  show 
that  shortages  remain  and  will  continue  in  many  of  the  non-medical 
health  professions.     In  optometry  50%  of  the  present  20,000  practitioners 
will  leave  active  practice  in  the  next  15  years  due  to  retirement  and 
death.    Our  schools  will  be  hard  pressed  to  replace  this  loas,  let  alone 
address  the  unmet  needs  and  increasing  need  due  to  population  and  the 
increased  demand  of  an  aging  population  for  vision  services.  The 
expected  indebtedness  will  affect  the  practice  circumstances  of  our 
graduates  and  result  in  a  negative  effect  on  what  has  generally  been 
a  better  than  average  geographical  distribution. 

As  relates  to  income  I  can  assure  you  that  the  non-medical 
practitioners  are  not,  particularly  in  the  early  years  of  practice, 
commanding  incomes  that  allow  for  repaying  $50-$80,000  indebtedness 
incurred  in  their  education.    You  have  been  given  annual  income 
figures  in  the  $50  and  $60  thousand  range  during  the  first  year 
of  practice.    These  most  certainly  do  not  apply  to  optometry.  The 
average  net  income  of  tho  first  five  years  of  practice  is  in  the  range 
of  $20,000.    Equally  important  is  the  fact  that  the  economically  deprived 
cannot  conceive  of  such  a  debt,  even  if  it  were  possible  to  repay. 
Their  social  and  cultural  experiences  would  force  them  to  reject  such 
a  suggestion.    We  are  left  then  with  the  rich  and  near-rich  as  the 
only  remaining  group  to  pursue  health  professions.    The  advances  in 
this  area  over  the  last  20  years  cannot  be  dealt  such  a  blow. 

Let  us  turn  now  to  specifics  as  relates  to  S.  799  and  S.  801: 
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A.    Health  Provisions  Data: 

fully  support  the  proposed  changes  in  Sec.  708  to  collect 
and  analyse  significant  elements  relating  to  health  professions. 
A  continuum  of  information  and  knowledge  in  this  area  is 
critical  for  decision  making  for  the  future.    Considering  the 
complexity  of  the  undertaking  we  question  whether  $3,000,000 
i«  an  adequate  funding  level  aince  at  least  in  optometry,  much 
of  the  data  ia  not  prosently  available. 

B*    Grants  and  Loans  for  Construction  of  Teaching  Facilities; 

We  certainly  favor  continuation  of  this  authority.    There  is  a 
need  to  expand  the  clinical  teaching  capacity  of  our  schools 
and  to  renovate  some  existing  facilities.    The  continued 
emphasis  on  off-campus  clinical  education  through  affiliations 
can  be  enhanced  through  this  support. 

C.    Student  Assistance: 

The  recommended  change  in  Sec.  729(a)  to  provide  a  maximum  of 
$20,000  is  supported.    Presently  optometric  students  have  had 
minimal  participation  in  this  program.    The  ever- increasing 
coats  of  education  and  the  limitations  of  other  loans  and 
scholarship  support  indicate  that  there  will  be  a  rapid  and 
dramatic  increase  in  participation. 

The  change  in  Sec.  731(a)   to  provide  for  a  graduated  repayment 
plan  addresses  the  need  for  the  professional  to  become 
established.    We  would,  however,  alert  the  committee  to  the 
fact  that  the  ultimate  repayment  with  increased  interest 
results  in  a  higher  debt.    Such  a  provision  only  delays  and 
exacerbates  the  inevitable.     It  will  result  in  higher  and  higher 
health  care  costs — just  the  opposite  of  what  the  Congress, 
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the  Administration  and  the  people  would  hope  for.    It  will 
also  cause  undesirable  practice  choices  both  in  type  and 
geographic  site.     Sec.  740  of  the  Health  Professions  Student 
Loan  Program  is  continued  under  this  bill  but  would  terminate 
the  Federal  capitalization.    The  interest  rate  is .increased  to 
the  level  of  9%.    We  are  pleased  that  this  highly  cost-effective 
program  is  to  be  continued  but  strongly  recommend  that  the 
Federal  capitalization  be  restored.    Many  of  our  schools  are 
just  beginning  to  have  repayments  made  into  their  funds  and 
the  newer  schools,  three  in  number,  have  not  yet  had  the 
opportunity  to  establish  a  program.    This  inequity  should  be 
corrected. 

D.  Area  Health  Education  Centers; 

The  Association  of  Schools  and  Colleges  of  Optometry  has 
observed  the  functioning  of  AHEC's  and  fully  concurs  in  the 
purposes  for  which  the  Congress  established  this  authority. 
Unfortunately,  the  medical  leadership  required  by  the  existing 
authority  has  not  seen  fit  to  include  participation  in  the 
program  of  many  of  the  non-medical  health  professions.  He 
strongly  recommend  that  the  authority  be  amended  to  include 
further  incentives  for  inclusion  of  optometry  and  others.  We 
would  be  pleased  to  work  with  the  Committee  on  identifying  such 
incentives. 

E.  Support  Services  in  Underserved  Areas: 

We  concur  in  the  proposals  related  to  these  authorities. 

F.  Financial  Distress t 

We  concur  in  the  proposals  related  to  these  authorities. 
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G.    Start-Up  Assistance: 

Within  the  l««t  two  years  three  new  schools  of  optometry  have 
been  established.    Thay  ara  in  critical  naad  of  the  support 
undar  tha  Start-Op  authority  and  have  bated  their  class  size 
and  acceleration  of  the  timing  of  the  first  class  on  the 
availability  of  this  program.    These  schools  are  not  yet 
under  the  Start- Op  program  due  to  administrative  problem*  over 
which  they  had  no  control.    We  urge  the  committee  to  continue 
this  support  by  amending  the  bill  for  those  schools  established 
but  not  yet  receiving  such  support. 

I  would  like  to  turn  briefly  to  S.  801  which  extends  and 
amends  the  National  Health  Service  Corps  Scholarship  program.  The 
optometric  profession  has  supported  this  initiative.    We  recognize, 
as  does  the  Administration  and  this  Committee,  that  continued  manage- 
ment as  in  the  past  would  result  in  excessive  government  cost  in 
the  face  of  a  reducing  need  and  an  excess  of  physicians  obligated  to 
service.    As  we  have  testified  in  the  past,  the  management  of  the  NHSC 
has  consistently  ignored  the  unmet  vision  care  needs  of  the  unserved 
public  (other  non-medical  provider  services  have  also  been  ignored)  . 
Nearly  400  vision  care  shortage  areas  have  been  designated  under 
Sec.  333(c).    We  urge  the  Committee  to  amend  the  authority  to  provide 
that  the  scholarship  allocations  be  in  accordance  with  and  proportional 
to  the  shortages  as  determined  under  Sec.  3  33(c)  of  the  act.  With 
the  primary  medical  care  needs  now  expected  to  be  met,  the  resources 
should  address  other  equally  beneficial  services. 

By  exclusion  the  proposed  legislation  terminates  a  number  of 
authorities  which  exist  under  the  present  law.  We  would  like  to 
spea*  to  some  of  these  and  suggest  amendments  to  S.  799  related  to  them. 


ERLC 


458 


-6- 


There  has  been  an  emphasis  within  our  profession  to  attract 
minorities  and  other  economically  disadvantaged  students.  The 
Exceptional  Pinancial  Need  Scholarship  is  the  last  remaining  program 
to  assist  us  in  this  goal.    We  have  not  yet  made  the  progress  we 


cannot  provide  the  needed  financial  assistance  such  potential  students 
require.    He  ask  that  the  Committee  seriously  consider  restoring 
this  program  and  the  funds  necessary  for  effective  support. 

Optometry  like  most  health  professions  is  dynamic.    There  is  a 
constant  body  of  new  knowledge,  practice  changes  and  the  impact  of  system 
changes  occuring  at  a  rapid  rate.    The  assimilation  of  these  changes 
into  the  optometric  curriculum?  changes  in  the  existing  curriculum, 
and  strengthening  of  the  faculty  i»  critical  to  the  continued  quality 
of  our  product — the  graduate  optometrist.    The  development  of 
educational  administrators  is  also  a  need.    We  have  maintained  some 
level  of  timeliness  in  this  regard  through  the  support  of  the  Federal 
program  under  Sec.  788(c)  and  (d)  ,    We  note  that  while  the  authority 
has  not  been  repealed,  no  funds  for  continuation  of  such  curriculum 
and  faculty  projects  grants  are  provided.    We  recommend  that  appropri- 
ation authorizations  be  included  to  restore  these  grants  and  contracts 
to  assist  in  maintaining  the  present  quality  of  health  professions 
education. 

Institutional  assistance  is  of  great  importance  to  our  institutions. 
It  was  expected  that  while  the  Congress  would  ultimately  terminate 
this  direct  support  program  a  phasing-out  would  be  provided.  Our 
institutions  have  worked  toward  adjusting  to  this  circumstance.  The 
economic  situation  within  the  states  negates  the  potential  that 
state  appropriations  would  be  increased.    At  present  the  precipitous 
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terminations  will  work  a  very  serious  hardship  on  our  schools.    At  the 
liMt  it  will  require  significant  tuition  increases  but  will  most 
likely  rasult  ultimately  in  reduced  class  sira  and  a  furthar 
ahortaga  in  tha  lata  *80*a  and  '90's.    Wa  urge  tha  Committee  to  fully 
considar  tha  long-term  impact  of  wiiat  appears  to  be  a  short-term 
dollar  saving. 

Wa  remain  available  to  work  with  the  Committee  and  its  staff  on 
these  and  other  issues  of  common  interest. 


4Sc 
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April  7,  1981 


The  Honortble  Orrlr  Hatch 
Chairman 

Senate  Committee  on  Ltbor  tnd  Huwn  Resources 
United  SUtes  Sentte 
6  237  Dirksen  Sentte  Office  Building 
Washington,  D.C.  20510 

Daar  Senator  Hatch: 

As  a  member  of  the  U.S.  Senate  Committee  on  Labor  and  Hunan  Resources 
we  are  pleased  to  provide  you  with  the  enclosed  information  on  the 
physician  assistant  profession  end  Its  training  programs.   As  you 
know,  we  have  requested  permission  to  present  testimony  at  the 
Committee's  upcoming  hearing  on  health  professions  Manpower  legisla- 
tion to  be  held  April  8,  1981.   For  your  Information  we  are  enclosing 
a  copy  of  that  testimony  along  with  other  materials  about  the  profession. 

Thank  you  for  taking  the  time  to  revle*  these  Materials.    If  you  have 
any  questions,  please  don't  hesitate  to  contact  me. 


James  Hughes 

01  rector  of  Administration 


JH:lpk 
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ASSOCIATION  Of  PHYSICIAN  ASS  I  START  PROGRAMS 
2341  Jefferson  Davis  Highway,  Suits  700 
Arlington,  Virginia  22202 
703/920-5732 


STATEMENT  ON  PROPOSED  FEDERAL  REDUCTIONS 
FOR  PHYSICIAN  ASSISTANT  EDUCATION 


Presented  to  the  U.S.  Senate  Committee  on  Labcr  and  Human  Resources 


In  the  past  decade,  physician  assistant  (PA)  educational  programs 
have  undergone  significant  development  with  strong  philosophical 
and  financial  support  from  the  Congress  and  both  Republican  and 
Democratic  Ao»1n1 stratlons.    The  need  for  physician  assistant  educa- 
tion was  addressed  by  the  Administration  and  Congress  In  1971  with 
the  passage  of  the  Comprehensive  Health  Manpower  Training  Act  and 
continued  support  was  demonstrated  by  the  passage  of  the  Health 
Professions  Educational  Assistance  Act  of  1976.    Over  75X  of  the 
profession  fostered  by  this  federal  support  Is  providing  vital 
primary  care  to  the  American  public.     In  addition,  physician  assis- 
tants locate  1n  rural  and  low  income  areas  at  a  rate  twice  that  of 
physicians. 

The  most  Important  factor  1n  physician  assistant  education 
and  deployment  1s  the  potential  it  represents  to  the  government  1n 
reducing  health  care  costs.    Physicians  are  far  more  expensive  to 
train  than  PAs;  the  total  differential  between  training  a  physician 
and  a  PA  1s  $110,000.    In  addition,  physician  assistants  are  far 
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less  expensive  to  employ  (average  salary  $17.61 t  in  1978)  and  yet 
research  results  show  the  majority  (up  to  75X)  of  adult  and  pediatric 
aabulatory  visits  for  common  problems  and  preventive  care  can  oe 
safely  delegated  to  a  PA.   Host  Importantly  the  study  entitled  "Survey 
and  Evaluation  of  the  Physician  Extender  Reimbursement  Experiment," 
funded  by  the  Social  Security  Aoml nlstratlon,  concluded  that  PA-ass1sted 
practices  provided  more  visits  per  $1,000  of  practice  cost,  at  a 
higher  quality  of  care,  and  with  less  charge  to  the  patient  or  third 
party  payor  than  do  traditional  physician  practices.    Educating  PAs 
to  function  1n  appropriate  settings      and  yet  function  dependency 
under  physician  supervision  —  will  assist  the  federal  government  in 
meeting  its  objective  of  decreasing  costs  while  maintaining  the 
delivery  of  quality  care. 

These  facts  are  In  part  responsible  for  the  favorable  recommenda- 
tions made  to  Congress  regarding  PA  education  and  reimbursement.  The 
Graduate  Medical  Education  National  Advisory  Committee  recommended 
the  continued  production  of  PAs  at  current  levels  while  concurrently 
calling  for  a  decrease  In  the  number  of  physicians  trained  1n  certain 
specialties.    The  rationale  for  this  recommendation  1s  based  upon  the 
fact  that  by  1990  PAs  can  potentially  provide  294.7  million  patient 
visits  and  the  committee  concluded  that  non-phys1dan  providers, 
under  the  supervision  of  physicians,  can  provide  these  services  at 
decreased  costs  wh1l«  at  the  same  time  providing  a  broader  range  of 
services. 
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Tht  Institute  of  Medicine  study  entitled,  "A  Manpower  Policy 
for  Primary  Health  Care,"  concluded  that  PA  training  should  remain 
at  the  current  ltvel  and  should  continue  to  receive  direct  federal 
support  because  PAs  are  among  the  most  feasible  practitioners  provi- 
ding primary  care  to  underservcd  populations. 

Congress  and  the  Administration  face  an  unfortunate  dilemma: 
meeting  the  immediate  need  to  limit  ftderal  spending  and  curb  infla- 
tion while/at  the  same  time  continuing  to  support  programs  which  can 
significantly  reduce  national  health  care  costs.    The  proposed 
Aomlnl  strati  on  budget  figure  for  FY  81  of  58. 1  all  Hon  and  the  elimi- 
nation of  funds  for  physician  assistant  educational  program  support 
in  FY  82-84  will  lead  to  physician  assistant  program  closures. 

The  Association  of  Physician  Assistant  Programs  recognizes 
the  need  for  Its  member  Institutions  to  be  active  participants  in 
th*  effort  to  reduce  federal  expenditures.    The  Association  of 
Physician  Assistant  Programs  makes  the  following  recommendation  to 
the  Congress  and  the  Administration  for  consideration. 

Recommendation 

The  FY  81  budget  figure  for  physician  assistant  educational  program 
support  be  established  at  S8.8  Million  and  that  funding  for  physician 
assistant  educational  programs  be  continued  In  future  health  manpower 
legislation  at  $8.1  Billion  for  the  fiscal  year  ending  September,  1982 
and  each  of  the  next  two  fiscal  years. 
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Tht  Graduate  Medical  Education  National  Advisory  Committee 
recommended  the  continued  production  of  PAs  at  current  levels  and  the 
Institute  of  Medicine  study  ("A  Manpower  Policy  for  Primary  Health 
Care")  recommended  that  educational  programs  for  physician  assistants 
should  continue  to  receive  direct  federal  support.   Physician  assistants 
have  Improved  access  to  care  and  have  been  shown  to  be  effective  1n 
decreasing  the  cost  of  health  care  delivery. 

The  above  recommendations  will  allow  for  the  continued  education 
of  PAs  while  affording  programs  the  necessary  transition  time  to  obtain 
non- federal  support  for  their  educational  endeavors. 

The  attached  paper  entitled  "Statement  of  the  Association  of 
Physician  Assistant  Programs  on  Physician  Assistant  Education  and  Proposed 
Health  Manpower  Legislation"  provides  additional  Information  and  appropriate 
references  which  further  document  the  need  for  continued  federal  support 
for  physician  assistant  education. 

This  statement  was  prepared  and  approved  by  the  Board  of  Directors  of 
the  Association  of  Physician  Assistant  Programs. 
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STATEMENT  3Y  THE  ASSOCIATION  OF  PHYSICIAN  ASSISTANT  'ROGAAMS 


ON  PHYSICIAN  ASSISTANT  EOUCATtOk  AND 


PROPOSEO  HEALTH  MANPOWER  LEGISLATION 


INTROOUCTIC* 

The  Association  of  Physician  Assistant  Programs  (APAP)  represents  Over 
fifty  training  programs  for  physician  assistants  (PAs).    Since  Its  founding 
In  1972,  the  Association  has  been  providing  information  about  the  PA  profession, 
developing  and  evaluating  educational  curricula,  assisting  in  the  development 
of  a  role  delineation  for  the  PA,  developing  continuing  education  programs, 
and  conducting  research  on  the  PA  profession.    These  research  results  have 
been  nade  readily  available  to  the  oubllc,  Congress,  foundations,  and  institu- 
tions of  higher  learning. 

The  Association's  member  programs  graduate  approximately  1,500  PAs  annually 
from  programs  based  In  twenty-eight  states.    To  date  over  10,000  graduates  have 
been  produced.    APAP  programs  carry  various  titles  Such  as  physician  Assistant, 
surgeon  assistant,  MEOEX,  physician  associate,  child  health  associate,  and 
family  nurse  practitioner,  yet,  each  is  involved  In  educational  activities 
which  train  assistants  to  the  primary  care  physician. 

The  purpose  of  this  document  is  to  present  our  rationale  for  proposed 
future  Support  for  physician  assistant  training  programs.    The  report  Is 
divided  into  two  (2)  sections.    The  first  section  describes  the  evolving 
nature  of  today's  health  problems  and  the  Impact  of  physician  assistants 
In  the  delivery  of  care  In  this  evolving  system.    The  Impact  is  described 
in  terms  of  economics  of  care,  access  to  care,  and  quality  of  care.  The 
second  section  offers  specific  recommendations  on  future  funding  of  physician 
assistant  training. 

SECTION  I:    EVOLVING  NATURE  AHO  IttPACT  OF  PHYSICIAN  ASSISTANTS 

A  host  of  statistics  document  that  Americans  are  living  longer  and  are 
healthier  today  than  ever  before.    The  dramatic  decline  in  mortality  from 
infectious  disease  since  1900,  particularly  In  Infancy  and  Childhood,  has 
been  accompanied  by  a  significant  Increase  in  life  expectancy  at  birth 

While  medicine  and  public  health  measures  contributed  significantly 
to  these  Improvements  in  the  health  status  of  U.S.  citizens,  the  degree 
of  impact  during  the  past  20  years  has  been  much  less  than  1n  the  preceding 
20  years.    The  age-adjusted  mortality  rate  decline  has  slowed  to  less  than 
one  percent  per  year.'    Since  the  1950s,  life  expectancy  for  adults  has 
increased  by  only  a  small  margin.    The  major  health  problems  of  today 
are  the  result  of  multiple  factors  and  have  only  recently  been  considered 
amenable  to  prevention. 
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Chronic  illnesses,  including  those  associated  with  aging,  are  the 
primary  causes  or  disability  and  death  m  middle  age  and  liter  life.  The 
longevity  resulting  from  medical  advances  Creates  a  situation  *nere  chronic 
diseases  now  affect  many  more  persons  for  longer  periods  of  time  than  was 
previously  the  case.    This  situation  often  Imposes  extended  burdens  on  the 
patient,  families,  and  on  society  as  well. 

Physicians  are  not  *eU  distributed  by  geographic  region  or  specialty 
to  deal  with  these  pressing  health  problems.    It  Is  imperative  that  the 
Congress  of  the  United  States  enact  legislation  that  places  greater  emphasis 
on  health  promotion  and  protection  as  well  as  to  adequately  address  the 
maldistribution  and  over-speci al i zation  of  our  health  care  providers.  Such 
legislation  must  carefully  consider  the  cc*t  to  the  American  people.  The 
potential  for  modifying  the  existing  system  of  health  care  delivery  focusing 
on  these  issues  exists  today.    PAs  can  do  much  to  meet  the  challenge  of 
improving  health  status  in  the  United  States.    As  ;he  nature  of  the 
delivery  System  changes,  action  snould  be  taken  to  insure  the  important, 
cost-e'fecti ve  role  of  the  physician  assistant. 


The  Physician  Assistant 


The  PA  profession  has  experienced  a  rapid  rate  of  growth  since  the 
first  program  began  in  1965.    In  1967,  tne  Nat'onal  Advisory  Commission 
on  Health  Manpower  reported,  "The  development  of  health  personnel  at  the 
Intermediate  professional  level  has  been  repeatedly  explored  ...  We 
recommend  that  tne  federal  government  give  high  priority  to  the  support 
jnder  university  direction  of  programs  which  train  and  utilize  new  cate- 
gories of  healtn  professional ."3    sy  ;ne  early  1970 ' s  the  National  Center 
for  Healtn  Services  Research  and  Development  funded  pilot  programs  for 
M£D£X  and  physician  assistants.    In  1970,  the  American  Medical  Association  (AHA) 
defined  the  PA  as  "...  a  skilled  person  qualified  by  academic  and  practical 
training  to  provide  patient  ser/ices  under  the  supervision  and  direction  of 
a  licensed  physician  «ho  is  responsible  for  the  performance  of  tnat  assist- 
ant.      Further  development  of  the  PA  profession  was  encouraged  by  Congress 
with  passage  of  the  Comprehensi  /e  Health  Manpower  Training  Act  of  1971, 
which  provided  funds  for  :he  implementation  of  a  new  PA  program. 

Strict  standards  for  training  and  certification  have  been  developed. 
In  1971,  educational  essentials  for  PA  programs  were  developed  by  the 
American  Medical  Association  in  collaboration  witn  the  American  Academy 
of  Family  Phys'tiins,  the  American  College  of  Physicians,  the  American 
Academy  of  Pediatrics,  and  the  American  Society  of  Internal  Medicine.* 
~hese  organizations  forced  tne  initial  Joint  Review  Comm.ttee  on  Educa- 
tional Programs  for  Physician's  Assistants  later  joined  by  the  American 
Academy  of  ?hysician  Assistants,  the  American  College  of  Surgeons,  and 
tne  Association  of  3hysician  Assistant  Programs.    The  Joint  Review  Com- 
mission 15  responstole  for  reviewing  the  results  of  on-site  evaluations 
of  *A  programs.    The  Committee  maices  recommendations  for  program  approval 
to  the  Committee  on  All-eo  -ealth  Education  and  Accreditation  (CAHEA,  *hich 
-as  formally  tne  Council  on  Medical  Education,  AjMA). 
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In  1973,  tne  National  3oard  of  Medical  Examiners  first  administered  a 
national  certifying  examinarion,  which  now  is  administered  annually  under 
contract  fron  the  National  Commission  on  Certification  of  Physician  Assist- 
ants (NCCPA).    The  Commission  maintains  a  record  of  all  certified  PAs.  They 
also  require  continuing  medical  education  for  biannual  reregistration  and 
rectrtlfl  cation  which  is  required  every  six  years. 

The  Health  Professions  Educational  Assistance  Act  of  1976  (P.L.  94-484J 
authorized  the  continuation  of  federal  support  for  PA  training  programs.  As 
a  result.  Over  50  programs  exist  today  and  graduate  approximately  1500  PAs 
each  year. 

PA  Impact  -  Access  and  Deployment 

Available  data  reveal  a  wide  distribution  of  PAs  throughout  all  fifty 
states,  with  the  majority  practicing  in  primary  care  settings. °  Forty- 
five  states  have  enacted  legislation  recognizing  and  regulating  the  practice 
of  physician  assistants.7    Scheffler  surveyed  post-entry  level  PAs  and  found 
graduates  were  practicing  m  non-metropol i can  areas  more  frequently  than 
physicians. 3    Geographically,  over  one-quarter  of  PAs  are  practicing  in  rural 
areas  where  255  of  the  U.S.  population  resides.    This  compares  to  only  13% 
of  physicians  practicing  m  rural  settings.'    Other  data  show  535  of  PAs  m 
communities  of  50,000  population  or  less  where  375  of  the  population  resides, 
but  only  285  of  physicians  practice.^    Finally,  several  studies  have  revealed 
a  positive  relationship  between  location  of  training  programs  and  the  location 
of  graduates. '  •  •  '2,  13 

Relative  to  the  provision  of  care,  two  large  surveys  show  that  between 
735  and  835  of  PAs  are  working  with  family  practice  phys.cians.    PAs  are 
also  providing  care  In  public  hospitals  (105)  and  community  public  health 
clinics  (95}.    Another  165  report  working  in  remote  or  satellite  clinics 
where  direct  physician  services  are  not  always  availabli.5  Approximately 
ICO  PAs  Currently  serve  in  the  National  Health  Service  Corps,,  with  many 
more  cm  the  waiting  list. 

PAs  have  improved  patient  access  to  care  by  increasing  the  availability 
of  health  care  services  g*ven  their  geographical  distribution  and  diffusion 
Into  the  primary  care  marketplace.    Increased  productivity  -measures  also 
Improve  patient  access  since  nore  patients  are  aole  to  be  seen. 


Economic  Productivity 

Research  on  *A  productivity  Is  quite  favorable.    pAs  do  increase  the 
volume  of  office  /isits  and  can  improve  patient  access  to  care  by  expanding 
the  physician's  practice-    Controlled  studies  of  *ECEX  graduates  in  Washington 
State  and  He*  England  reinforce  tnis  conclusion  with  practice  productivity 
increases  measured  f-cm  375  to  505. *5    A  study  of  rural  California  practices 
revealed  PAs  were  quite  productive,  averaging  19  patients  per  dayJ°    A  study 
performed  for  the  Social  Security  Administration  concluded  that  practices 
with  new  nea'tn  practitioners  are  50-705  7>ore  productive  by  number  of  visits 
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tnan  controls.'7    rhe  study  also  found  that  jt-1*zation  of  a  ?A  allows  more 
tine  per  patient  visit.    Hershey  and  <nopo  reported  (1979)  that  *hen  a  linear 
programming  model  is  used,  393  patients  can  be  seen  oer  week  in  a  practice 
with  a  ?A  and  208  patients  in  a  practice  with  no  -)A.«I*    Finally,  after  performing 
extensive  research  and  analyzing  the  literature,.  Record  has  stated  that  new 
health  practitioners  make  extremely  valuable  adjuncts  to  primary  care  physicians 
and  assist  then  in  meeting  a  larger  number  of  outpatient  visits  and  that  new 
health  practitioners  are  capable  of  performing  at  hi gh  levels  of  producti /ity 

It  has  Seen  concluded  through  empirical  research  that  9As  are  cost- 
effective  if  properly  employed  in  private  practice.^     Record  estimates  a 
cost-sa/^ng  of  $20,000  per  year  per  ?A  employed  in  a  health  maintenance  organ- 
ization due,  in  part,  to  the  salary  differential  between  a  PA  and  a  physician. 20 
Studies  of  PAs  in  rural  primary  care  practice,  however,  demonstrate  some  problems 
caused  by  a  lack  of  Medicare  reimbursement.*-'    The  1977  Rural  Health  Clinic 
Services  Act  (P.L.  95-210)  does  not  entirely  rectify  this  situation  due  to 
stringent  federal  standards  for  clinic  certification  regulated  by  the  Health  Care 
Financing  Administration. 

Recently,  tne  institute  of  Medicine  Primary  Care  Stjdy  recommended  equal  reim- 
bursement Tor  3A  and  physician  services  under  Federal  programs  to  resolve  this 
significant  problem. 22    7he  data  cued  above  aid  other  research  support  the 
conclusion  that  PAs  are  cost-effective  in  both  tj.e  private  and  public  settings. 

Further  evidence  of  the  economic  productivity  of  °As  is  revealed  tn  a 
study  by  3la<e  and  Gu*ld  on  "Mid-Level  Practitioners  in  Rural  Health  Care 
A  Three  'ear  Experience  m  Appalachia .*    Their  findings  indicate  that  during 
the  first  three  years  of  operation  of  three  (3)  rural  Appalachia  clinics, 
761  of  the  geograpnical ly  defined  poputdtion  of  5,500  received  services.  PAs 
and  NPs  provided  care  in  half  of  the  40,252  medical  encounters  and  39X  of 
their  contacts  *ere  managed  without  consultation  with,  or  r^f^rra]  to,  the  phy- 
sician.   They  further  reported  that  the  PAs  managed  36X  of  first  year  visits, 
511  of  second  year  visits,  and  5^X  of  third  year  visits.    Population  surveys 
indicated  tnat  consume-*  satisfaction  with  PA  services  is  high  and  that  health 
care  from  this  system  is  perceived  as  being  more  accesible  than  care  from 
alternative  sources. 

Impact  of  °A  training  and  employment  on  costs  can  be  measured  in  two 
important,  yet  different,  *ays     manpower  production  (training)  costs  and 
utilization  (employment  and  care  purchase)  costs.    Educational  costs  data 
on  PAs  from  tne  National  Center  for  Health  Services  Research  show  the  train- 
ing costs  to  be  approximately  SI 5, 100  per  graduate. 23    Many  PA  programs  report 
an  annual  cost  per  stadent  of  S3,000-Si2,Q0C«    Obviously,  PA  training  costs 
are  suostanti a! ly  Tess  than  physician  training  costs.    In  addition,  the  PA 
can  provide  aoout  two  years  of  service  before  a  physician,  who  simultaneously 
began  his/her  education,  can  even  begin  residency. 
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From  the  above  cited  research  it  can  be  concluded  that  PAs  improve 
access  to  health  care  in  areas  of  greatest  need  and  that  when  economic 
factors  are  considered,  ?As,  when  utilized  properly,  afford  considerabla 
savings  to  the  health  care  system  (public  dollars). 

Quality  of  Service  -  Quality  of  Care 

There  are  a  Urge  number  of  studies  which  validate  the  level  of  compe- 
tence of  PAs.    ,Helson2*,  Pondy",  and  Henry26  have  shown  patient  acceptence 
as  a  function  of  perceived  quality  of  care  to  be  highly  favorable.  For 
example,  Nelson  found  that  more  than  35S  of  patients  rated  PAs  as  highly 
competent  and  professional,  and  71%  reported  an  improvement  in  the  quality 
of  care.    Task  analysis  studies  find  PAs  performing  complete  history  and 
physical  exami nations ,  diagnosing  acute  and  chronic  disease,  and  providing 
preventive  medicine  and  counseling  services  to  the  patient  and  the  family 
under  the  supervision  of  a  physician.    Record  reports  no  significant  dif- 
ferences In  morbidities  or  outcomes  of  care  in  primary  ca**e  services  de- 
livered by  PAs  compared  to  physicians  in  an  HMO  setting. A  1977  OHHS 
report  concluded  that  "physician  assistants  provide  at  least  the  same 
quality  of  care  as  the  physician  with  whom  they  were  compared  on  the  same 
task."23    This  has  been  further  substantiated  by  Sox  (1977)  when  he 
concluded  that  the  quality  of  prictary  ambulatory  care  given  by  NPs  and  PAs 
was  indistinguishable  from  that  given  by  physicians. 29    Most  importantly, 
it  has  been  stated  that  as  a  result  of  decreased  patient  waiting  time  and 
increased  continuity  of  professional  care,  the  Inclusion  of  a  PA  in  a 
practice  was  an  excellent  deterrent  to  the  ever  present-  threat  of  mal- 
practice.30 

Concerning  patient  acceptance  of  the  the  literature  is  rich  with 
studies  recorting  that  PAs  are  well  accepted  by  their  patients. 31  •  32  a 
OHHS  Physician  extender  ^ork  Group  reviewed  existing  researCn  on  patient 
acceptance  and  found  excellent  consumer  satisfaction  with  ?A-rendered  care  .33 

SECTION  U.    CONCLUSIONS  AND  3£CCttH£N0ATI0NS 

A  review  of  the  available  research  data  indicates  that  PAs  are  assuming 
a  significant  role  in  the  delivery  of  nealth  care  in  rural/urban  areas,  and 
by  doing  so  are  improving  patient  access  to  care.    PAs  are  well  accepted  by 
patients,  are  productive,  and  have  been  identified  as  a  resource  which  in- 
creases effeciency  n  the  delivery  of  healtn  care  services.    In  addition, 
PAs  are  delivering  high  quality  care. 

As  further  evidence  of  the  val.e  of  physician  assistants  in  providing 
health  care,  the  Graduate  Medical  Education  National  Advisory  Committee 
made  the  following  recommendations  to  the  Secretary  of  the  Oepamtent  of 
Health  and  Human  Services  regarding  the  continued  use  of  PAs. 

even  in  tie  event  that  there  is  an  adequate  number  or  surplus  of 
physicians  in  a  particular  specialty,  the  use  of  nonphysician 
providers  (NPs,  5As  or  nurse-midwives)  may  be  supported  for  one 
or  more  of  the  following. 
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1.  When  they  increase  the  accessibility  of  services. 

2.  When  they  decrease  the  costs  or  expenditures  associated 
with  health  care  delivery. 

3.  When  they  are  the  providers  of  choice  for  some  consumers. 

4.  When  the  utilization  of  nonpnysici ans  increases  the  quality 
of  service;  i.e.,  services  provided  by  a  team  composed  of 

a  physician  and  nonphysician  are  Superior  to  tnose  which  a 
physician  working  alone  could  provide.35 

dm  JS  i978o  Che  !n"^utc  of  MedJcsne's  report  of  a  study  entitled,  "Manpower 
Policy  for  Primary  Health  Care"  recommenced:  answer 

Continued  support  for  physician  assi stants. . . l s  based  on  the 
Committee's  belief  that  underserved  populations,  especially  in 
rural  areas,  can  obtain  economical  and  quality  medical  care  from 
these  providers. 

...the  Committee  recommends  that  training  programs  for  ... 
physician  assistants  should  continue  to  receive  federal... 
support,    because  these  practitioners  are  the  most  feasible 
providers  of  primary  care  to  underserved  pooulations.3° 


The  PA  profession  offers  a  significant  opportunity -for  this  country 
to  real  :e  its  ?r^ry  objective  in  promoting  a  balanced  supply  of  health 

l°<***1  Ch!  5eaUh  care  nee<ls  of  che  ^encan  people.  Accord- 
ingly, cne  Association  of  Physician  Assistant  Programs  makes  the  following 

2  S??!!2iV0nSi  °r  thC  fundfn9  °f  PA  cra1n7n9  Programs  in  health  professions 
education  legislation. 


Federal  authorization  for  PA  training  should  be  maintained  at  current 


This  1s  critical  to  guarantee  the  continued  production  of  well-trained 
graduates  at  current  numbers  and  to  increase  the  supply  of  primary  care 
healj,  professionals.    PA  programs  have  not  yet  and  cannot  be  expected 
Act  (pT  94-484)*  Self"SuPp0rClng  1n  the  Per'od  "vered  ^  tne  current 

J«rvey*  exceed  by  the  Association  PA  Programs  (APAP),  data  from 
the  Office  of  Special  Programs  (Bureau  of  Health  Planning),  and  the  Gen- 
eral Accounting  Office  (GAO)  Report  on  =>A  Tr^^nq  confirm  that  the  cost 
"  mrffinV     9r*duaCfi  1S  ^Proximately  510,000  -  $15,000  as  compared 
«.o  mFJZO  to  produce  a  board  eligible  family  physician,    if  one  accepts 
the  average  production  cost  figure  for  PAs  at  $7,000  per  year  and  recog- 

?  f";f"       ?r?.?rmS  !r"  n°W  'Veed  0f  0n3°Tn9  support,  w-th  an  annual 
production  of  1,300  graduates  or  30  graduates  per  program  oer  year,  we 
estimate  the  expenditures  for  eligible  *A  programs  eacn  year  to  be  $11.13 
million.    Assuming  $500  per  graduate  in  tuition  revenues  per  year  or  a 
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total  of  $,7S  million  in  tuition  revenues,  and  assuming  that  state  re- 
venues will  cover  approximately  105  of  estimated  educational  expenditures 
{$1.1  million),  then  $10  million  in  federal  monies  will  be  necessary  to 
meet  the  expected  expenditures  of  existing  PA  programs  each  year.  If 
more  graduates  are  to  be  produced,  additional  revenues  must  be  provided. 

2.    PA  students  should  be  *ade  eligible  for  all  appropriate  federal  health 
proTTsstons  scholarships,  traineeships,  and  loan  forgiveness  programs. 

Our  experience  indicates  that  students  entering  PA  training  are 
older  and  tend  to  have  qreater  financial  responsibilities  than  students 
in  medical,  osteooathic,  dental,  and  nursing  schools.6*  34    It  has  also 
been  denonstrated  that  most  PA  students,  are  from  a  lower  economic 
background  than  the  above  named  students. 

At  the  present  time,  the  requirements  for  traineeships  for  PAs  do 
not  conform  to  those  for  traineeships  for  MPs.    Thus  in  any  new  health 
manpower  initiative,  these  requirements  must  conform.    This  should  in- 
clude but  not  be  limited  to:  1)  permitting  individuals  who  do  not  reside 
in  a  health  manpower  shortage  area  to  receive  a  traineeship,  but  providing 
for  special  consideration  for  individuals  who  do  reside  in  such  an  area, 
and  2)  clarify  the  Secretary's  authority  to  determine  the  service  commit- 
ment required  of  each  beneficiary. 

In  addition,  the  provisions  of  the  current  law  (P.L.  94-434)  gov- 
erning the  Health  Education  Assistance  Loans  Program  should  be  amended 
in  order  to  make  PA  students,  who  are  eligible  for  loans,  able  to  receive 


3,    PA  training  funos  should  be  authorized  separate  from  nurse  practitioner 
Tunds,    This  is  important  to  prevent  need'ess  contusion  over  allocation 


of  training  funds, 

Legislative  priorities  *or  awarding  Physician  Assistant  Training  Grant; 
should  be  as  follows. 

A,  Encourage  deployment  of  graduates  to  designated  health  man- 
power shortage  areas  and  other  underserved  areas, 

B,  Encourage  cooperation  of  the  programs  with  other  local  pri- 
mary care  training  proqrams. 

C\    Encourage  cooperation  with  local  Health  Planning  Agencies,  or 
collaboration  wUh  Area  Health  Education  Centers, 


The  Association  of  Physician  Assistant  Programs  expresses  its  appreciation 
to  you  for  reviewing  this  statement.    If  you  wish  to  receive  additional 
addition*!  ^formation  on  physician  assistants,  please  contact  the 
Assoc^tion  of  Physician  Assistant  Programs,  234]  Jeffe-son  Davis  Highwav, 
Suite  fC0    Arlington,  Virginia  22202  (703/920-5732). 
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the  PHYSICIAN  ASSISTANT'S  history 

HOW  DIO  THE  IOEA  OF  THE  PHYSICIAN  ASSISTANT  COME  ABOUT? 

The  concept  was  born  in  1961  when  Charles  L.  Hudson.  MO.  1n  an 
article  in  the  Journal  of  the  American  Medical  Association,  called 
for  "an  advanced  medical  assistant  with  special  training,  inter- 
medlate  between  that  of  the  technician  and  that  of  the  doctor,  who 
could  not  only  handle  many  technical  procedures  but  could  also  take 
some  degree  of  medical  responsibility." 

HOW  LONG  010  IT  TAKE  TO  GET  OFF  THE  GROUND' 

Four  years.    In  1965.  Eugene  A.  Stead.  Jr..  MD,  launched  at 
Duke  University  the  first  PA  program  with  admission  of  four 
exmtlitary  corpsmen  to  be  trained  as  assistants  to  the  primary 
care  physician. 

DIO  THE  IOEA  GROW  ONCE  IT  WAS  UNDERWAY? 

Twelve  programs  were  in  operation  by  1972.    Since  then,  under  the 
impetus  of  the  Comprehensive  Health  Manpower  Training  Act  of  1971. 
the  number  of  programs  has  risen  to  nearly  50  from  which  some  1,500 
PAs  are  graduated  annually. 

ARE  THERE  ANY  CONTROLS  OVER  THE  PROGRAMS  AND  WHAT  THEY  TEACH? 

Yes.    The  programs  must  be  accredited     This  began  in  1972  when, 
under  the  sponsorship  of  the  American  Medical  Association,  a  Joint 
Review  Committee  was  formed  to  inaugurate  a  process  of  accrediting 
programs  that  was  approved  by  the  U.S.  Commissioner  of  Education 
1n  1974. 

IS  THERE  CtmiNlCATION  BETWEEN  THE  YARIOUS  PROGRAMS? 

The  Association  of  Physician  Assistant  Programs  was  founded  in  1972 
to  facilitate  the  exchange  of  information  and  to  provide  mutual 
support  In  such  areas  as  curriculum  development  and  continuing  medical 
education.    Virtually  all  accredited  programs  are  now  members  of  the 
Association  which  has  been  Instrumental  in  defining  roles  of  PAs 
in  the  health  care  delivery  system. 

WHEN  0!0  CERTIFICATION  OF  PHYSICIAN  ASSISTANTS  FIRST  BEGIN? 

In  1972  when  the  National  8oard  of  Medical  Examiners  began  development 
of  a  PA  certification  examination  -  the  first  non-MD  examination  It 
had  ever  produced.    The  examination  was  first  given  In  1973.  The 
following  year  14  national  organizations  voluntarily  formed  the 
National  Commissici  on  Certification  of  Physician's  Assistants  which 
now  determines  eligibility  for  the  examination  and  establishes  its 
criteria,  and  administers  the  examination. 
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ARE  THERE  AMY  PROVlSIOMS  FOR  THE  CONTINUING  EOUCATION  OF  PHYSICIAN  ASSISTANTS? 

Yes,    In  order  to  maintain  their  membership  in  the  American  Academy 
of  Physician  Assistants,  PAs  must  every  two  years  meet  rigid  continu- 
ing education  requirements,    The  Academy  *as  organized  In  1968  and 
IS  now  recognised  as  the  1nc1u$1ve*organ1*at1on  most  representative 
of  the  physician  assistant  profession  In  the  United  States  today. 

WHERE  KAY  I  OBTAIN  AOOITIONAL  INFORMATION  ON  PHYSICIAN  ASSISTANTS7 

American  Academy  of  Physician  Assistants 
2341  Jefferson  0av1S  Highway,  Suite  700 
Arlington.  Virginia  22202 
Telephone    (703)  920-5730 
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the  PHY  SIC  1  AW  ASSISTANT  'S  trai  n ilng 

WHAT  TRAINING  00  PHYSICIAN  ASSISTANTS  HAV 

They  are  graduates  of  accredited  programs  which  train  them  to  be 
health  care  practitioners  who  practice  under  the  direction  and 
supervision  of  a  licensed  physician. 

WHO  ACCREDITS  PHYSICIAN  ASSISTANT  PROGRAMS' 

PA  programs  are  accredited  by  the  Joint  Review  Committee  on  Educational 
Programs  for  Physician  Assistants  which  was  established  by  the  American 
Medical  Association     Collaborating  with  and  supporting  the  Joint  Review 
Committer  are  the  American  Academy  of  Family  Physicians.  American  Academy 
of  Pediatrics.  American  Academy  of  Physician  Assistants,  American  College 
of  Physicians.  American  College  of  Surgeons.  American  Society  of  Internal 
Medicine.  Associaton  of  Physician  Assistant  Programs,  and  the  American 
Medical  Society. 

WHAT  HEALTH  CARE  FUNCTIONS  IS  THE  PHYSICIAN  ASSISTANT  TRAiNEO  FOR' 

A  physician  assistant  is  trained  to  perform  patient  histories,  give 
comprehensive  physical  examinations,  do  simple  diagnostic  laboratory 
tests,  Implement  basic  treatment  procedures  for  common  Illnesses,  and 
treat  emergency  cases.    !n  fact.  PAs  are  qualified  to  perform  a 
minimum  of  70  percent  Of  the  clinical  procedures  carried  Out  by 
physicians  in  general  practice. 

HOW  LONG  IS  THE  PHYSICIAN  ASSISTANT'S  EDUCATION' 

Generally  ?1  months  in  length      The  programs  are  offered  at  medical 

schools  and  colleges  *nd  universities  affiliated  with  teaching 
hospitals. 

HOW  IS  THE  CURRICULUM  OF  PHYSICIAN  ASSISTANT  PROGRAMS  STRUCTURED 

Programs  normally  are  divided  into  approximately  nine  months  of 
basic  science  and  preclinical  subjects  followed  by  15  months  of 
structured  clinical  practices  consisting  of  rotations  through 
such  areas  as  clinical  medicine,  surgery,  pediatrics,  ob-gyn.  and 
psychiatry 

WHAT  ARE  THE  FIRST  Y£  AR  COURSES' 

Such  basic  science  studies  as  anatomy,  physiology,  pathology, 
microbiology,  and  pharmar 01 oqy .  as  w*ll  as  courses  in  behavioral 
science  and  medical  ethics 
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00  PHYSICIAN  ASSISTANTS  HAVE  EXPERIENCE  IN  OTHER  HEALTH  CARE  FIELDS? 

Soot  55  percent  of  those  who  graduated  In  1976  had  prior  Informal 
training  1n  another  health  field,  47  percent  had  prior  military 
experience  in  another  health  field,  and  30  percent  had  prior 
civilian  experience  1n  another  health  profession. 

WHERE  MAY  I  OBTAIN  A00ITI0NAL  INFORMATION  ABOUT  PHYSICIAN  ASSISTANTS? 

American  Academy  of  Physician  Assistants 
2341  Jefferson  Davis  Hlahway,  Suite  700 
Arlington,  Virqinla  27202 
Telephone:  (703)  920-57J0 
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The  PHYSICIAN  ASSISTANT'S  professional  credentials 

ARE  PHYSICIAN  ASSISTANTS  LICENSED  OR  CERTIFIED? 

PAs  are  certified  by  the  National  Commission  on  Certification  of 
Physician's  Assistants  which  was  formed  by  14  national  organizations 
In  1974  to  determine  examination  eligibility  and  establish  examination 
criteria.    More  than  34  states  now  require  PAs  to  be  certified  1n  order 
to  practice. 

HOW  IS  PHYSICIAN  ASSISTANT  CERTIFICATION  OBTAINEO' 

The  physician  assistant  must  pass  a  stringent  examination  developed 
and  administered  by  the  National  Board  of  Medical  Examiners  under  a 
contract  with  the  National  Commission  on  Certification  of  Physician's 
Assistants  (NCCPA). 

ARE  THERE  ANY  LIMITS  ON  CERTIFICATION? 

Certification  is  for  six  years  and  must  be  re-registered  every  two 
years. 

WHAT  ARE  THE  REREGISTRATION  REQUIREMENTS? 

The  National  Commission  on  Certification  of  Physician's  Assistants 
requires  PAs  to  earn  100  clock  hours  of  approved  continuing  medical 
education  credit  every  two  years  in  order  to  reregister  their 
certification. 

HOW  0OES  THE  NCCPA  KNOW  ITS  REQUIREMENTS  ARE  MET? 

Through  the  American  Academy  of  Physician  Assistants,  which  authenti- 
cates continuing  medical  education  records. 

HOW  DOES  THE  ACADEMY  RECORD  THE  CREDITS? 

It  maintains  continuing  medical  education  computerized  log  credits  which 
are  verified  twice  a  year  for  each  of  its  members  as  part  of  1t$  member- 
ship services.    It  does  the  same  for  nonmembers  on  a  fee  basis. 

WHAT  00  THE  CONTINUING  EDUCATION  CREDITS  CONSIST  OF? 

There  are  two  continuing  medical  education  credit  categories.  The 
first  consists  of  educational  activities  under  accredited  sponsorship. 
The  second  is  made  up  of  activities  carried  out  by  nonaccredlted 
sponsors  and  other  r«ritOr*1ous  learning  experiences. 
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WHAT  ARE  CONTINUING  EDKATION  PROGRAMS  WITH  ACCREOITED  SPONSORSHIP? 

Any  continuing  medical  education  program  recognized  by  the  American 
Medical  Association  or  a  recognized  state  medical  association.  They 
also  Include  program  of  other  organizations  approved  by  the  American 
Academy  of  Physician  Assistants. 

WHAT  ARE  THE  PROGRAMS  U  THE  SECOND  CATEGORY? 

Any  continuing  medical  education  activities  sponsored  by  an  organization 
not  accredited  by  the  American  Medical  Association,  the  American  Academy 
of  Family  Physicians,  or  the  American  Academy  of  Physician  Assistants. 
They  also  Include  such  activities  as  teaching  health  professions  personnel, 
making  formal  presentations  at  medical  meetings,  writing  medical  papers, 
and  self-learning  experiences. 

ARE  THERE  SPECIAL  REQUIREMENTS  REGARDING  THE  TVO  CATEGORIES? 

A  minimum  of  40  of  the  required  100  hours  must  be  accredited  sponsorship 
programs.    The  balance  can  be  In  either  category. 

CAN  MORE  THAN  100  HOURS  Of  CME  BE  ACCUMULATED  IN  TWO  YEARS? 

CHE  credits  can  be  cast  backward  and  forward  on  CME  logging  records 
with  a  maximum  limit  of  25  hours  placed  on  carrying  forward  credits  and 
no  11m1t  placed  on  casting  back.   The  procedure  must  be  followed 
six  months  prior  to  or  six  months  after  the  NCCPA  registration  date. 

WHERE  MAY  I  OBTAIN  ADDITIONAL  INFORMATION  ABOUT  PHYSICIAN  ASSISTANTS? 

American  Academy  of  Physician  Assistants 
?34l  Jefferson  Davvs  Highway,  Suite  700 
Arlington.  Yi^'nla  22202 
Telephone:  (703)  920-5730 
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the  PHYSICIAN  ASSISTANT'S  role 

WHAT  IS  THE  FUNCTION  OF  A  PHYSICIAN  ASSISTANT? 

To  provide  diagnostic  and  therapeutic  patient  Care  In  order  to 
free  the  supervising  physician  to  spend  more  time  with  complex 
patient  problems  only  he  can  treat.    The  PA  Is  qualified  to  perform 
a  minlnum  of  70  percent  of  the  clinical  procedures  carried  out  by 
general  practice  physicians. 

HOW  DEEPLY  INVOLVED  IS  A  PHYSICIAN  ASSISTANT  WITH  PATIENT  HISTORIES? 

The  PA  Interviews  patients  and  compiles  patient  histories.  In 
so  doing,  he  gives  physical  examinations  as  necessary  and  orders 
or  gives  required  diagnostic  tests. 

WHAT  DOES  THE  PHYSICIAN  ASSISTANT  DO  WITH  A  COMPLETED  PATIENT  HISTORY? 

The  PA  analyzes  It  along  with  the  physical  examination  results  to 
make  a  preliminary  diagnosis  wKh  or  without  consulting  with  the 
physician  he  assists.    That  depends  on  the  type  of  case  Involved 
and  the  pA's  working  relationship  with  the  physician. 

WHAT  HAPPENS  AFTER  THE  DIAGNOSIS? 

The  PA  develops  a  treatment  plan  and  explains  It  to  the  patient. 
When  appropriate,  he  aiso  will  confer  with  his  supervising 
physician  and  other  professionals  before  Implementing  treatment. 

WHAT  TYPE  OF  THERAPY  AND  PROCEDURES  DOES  A  PHYSICIAN  ASSISTANT  PERFORM7 

The  PA  administers  medications  and  performs  Intubation  and  cannula- 
tions.    Also  performed  are  a  wide  range  of  musculoskeletal,  pulmonary, 
ear,  nose,  throat,  cardiovascular,  gastrointestinal,  genitourinary, 
obstetrical,  and  gynecological  therapies. 

WHAT  ABOUT  SURGICAL  PROCEDURES7 

The  PA  carries  out  a  variety  of  minor  surgical  procedures*  They 
range  from  administering  topical  and  digital  block  anesthesia 
through  caring  for  wounds  to  excising  superficial  skin  lesions, 

IS  A  PHYSICIAN  ASSISTANT  IHVOLVED  IN  TREATMENT  OF  EMERGENCY  CASES? 

The  PA  treats  all  types  of  emergency  cases  from  severe  drug  reaction 
to  Cardiac  arrests.    They  are  also  trained  to  handle  psychiatric 
crises  and  to  carry  out  uncomplicated  deliveries. 
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IS  A  PHYSICIAN  ASSISTANT  CONCERNED  WITH  PATIENT  EDUCATION  AND  COUNSELING? 

The  PA  counsels  patients  and  their  families  on  the  Implication  of 
tobacco  and  alcohol  abuse,  the  warning  signs  of  cancer,  and  many 
other  preventive  health  care  topics.    They  also  educate  the*  on 
such  things  as  nutrition,  prevention  of  Infections,  home  care 
symptomatic  therapy,  and  aspects  of  pregnancy,  childbirth,  and 
parenthood. 

DOCS  PHYSICIAN  ASSISTANT  COUNSELING  INCLUDE  MENTAL  HEALTH? 

Only  In  nonreferral  mental  health  problems.    The  PA  Is  trained  to 
assist  patients  In  such  areas  as  exposing  and  expressing  their 
feelings  and  to  relating  their  psychological  needs  to  their  physical 
ability. 

IN  WHAT  PARTS  Of  THE  COUNTRY  DO  PHYSICIAN  ASSISTANTS  WORK? 

The  results  of  a  1976  physician  assistant  national  survey  showed 
that  of  the  3,167  PAS  who  responded,  one-third  resided  In  the  south 
while  the  northeast,  north  central,  and  western  states  each  had 
one- fifth. 


HOW  AUTHENTIC  IS  THE  INFORMATION  YOU  HAVE  PROVIDED  ME? 

It  1s  based  on  a  government  stucjy  of  some  4,000  physician  assistants 
*ho  were  asked  what  duties  they  performed  during  the  first  year 
following  their  certification. 

WHERE  MAY  I  OBTAIN  ADDITIONAL  INFORMATION  ON  PHYSICIAN  ASSISTANTS? 

American  Acsdemy  of  Physician  Assistants 
2341  Jefferson  Davis  Highway .  Suite  7DO 
Arlington,  Virginia  22202 
Telephone:    (703)  920-5730 
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A  FACT  SHEET 


the  PHYSICIAN  ASSISTANT'S  role  <n  hospitals 

WHAT  FUNCTIONS  00  PAS  CARRY  OUT  IN  HOSPITALS? 

Under  the  Supervision  of  a  licensed  physician,  pas  carry  out  a  variety 
of  delegated  functions  that  permit  medical  staffs  to  focus  their  skills 
where  they  are  most  needed.    These  PA  functions  include  conducting  patient 
histories  and  phySicial  examinations,  carrying  out  general  workups  following 
physician  diagnosis  of  patient  problems,  and  assisting  In  rounds. 

ARE  THERE  OTHER  FUNCTIONS  PAS  CARRY  OUT? 

PAS  also  initiate  orders  for  appropriate  examinations  or  tests  required 
to  evaluate  a  patient's  Illness,  counsel  patients,  prepare  summaries  of 
patient  hospital  and  clinic  care,  manage  medical  emergencies,  and  assist 
in  surgery. 

WHAT  IS  THE  RELATIONSHIP  OF  A  PA  TO  OTHER  HOSPITAL  NONPHYSICIAN  PERSONNEL? 

Normally  the  directions  given  by  a  PA  under  the  delegated  authority  of  a 
physician  are  carried  out  as  though  given  by  the  physician.  Deviations 
from  this  procedure,  however,  may  be  present  due  to  state  laws  or  to  a 
particular  hospital's  general,  Institutional,  or  PA  guidelines. 

WHAT  IS  THE  POSITION  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  ANO  THE  AMERICAN 
HOSPITAL  ASSOCIATION  ON  HOSPITAL  UTILIZATION  OF  PAS? 

Both  recommend  PAS  be  utilized  under  the  Supervision  of  a  licensed  physician 
and  be  Integrated  into  a  single  medical  staff  governed  by  a  single  set  of 
bylaws.    They  also  recommend  the  extent  of  functions,  responsibilities,  and 
privileges  be  determined  for  each  PA  based  on  individual  credentials, 
qualifications,  and  competency. 

IS  THERE  ANY  DIFFERENCE  IN  THE  POSITIONS  OF  THE  AMA  AND  AHA  ON  THE  UTILIZATION 
OF  PAS  8Y  HOSPITALS7 

The  AMA  feels  a  PA  should  be  an  employee  of  a  licensed  physician  affiliated 

with  the  hospital  rather  than  of  a  hospital  on  grounds  that  this  System 

better  assures  the  quality  of  PA  services.  The  AHA  c*lls  only  for  the 
designation  of  a  physician  supervisor. 

WHAT  DOES  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS  SAY  A80UT  HOSPITAL 
UTILIZATION  OF  PAS? 

The  JCAH  Supports  the  concept  that  PAs  can  "exercise  judgment  within  their 
areas  of  competence,  participate  directly  in  the  management  of  patients 
under  supervision,  and  write  orders."    To  back  this,  it  requires  hospital 
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medical  staffs  to  establish  rules  and  regulations  governing  the  utilization 
of  PAs. 

OOES  A  HOSPITAL  UTILIZING  TH£  SERVICES  OF  A  PA  PACE  A00E0  LIABILITY? 

Both  HEW  and  the  AKA  general  counsel  have  stated  evidence  does  not  support 
a  PA  Increases  liability.   There  have  been  no  malpractice  Judgments  ajalnst 
PAs  and  professional  liability  Insurance  Is  available  both  for  PAs  and  PA 
employers. 

WHAT  IS  THE  EMPLOYEE  STATUS  OF  PAs  WORKING  IN  HOSPITALS? 

The  PA  May  be  an  employee  of  the  hospital  supervised  by  a  hospital-salaried 
staff  physician,  an  employee  of  and  supervised  by  a  hospital-salaried  staff 
physician,  or  employed  and  supervised  by  a  private  physician,  who  1s  a 
member  of  the  hospital's  attending  staff,  1n  order  to  render  services  ex- 
clusively for  the  employing  physician. 

HOW  ARE  PA  SERVICES  GENERALLY  REIMBURSED? 

Under  existing  public  and  private  Insurance  plans,  reimbursement  for  PA 
services  always  <?oes  to  the  employer  whether  It  Is  a  hospital  or  a  physician. 

OOES  MEOICARE  REIMBURSE  FOR  PA  SERVICES? 

Medicare  policy  considers  the  services  of  hospital-employed  PAs  as  allow- 
able costs  under  Part  A.    Employing  physicians  are  reimbursed  under  Part 
B  when  the  physician  Is  directly  Involved  In  the  encounter  with  the  patient 
and  the  services  rendered  are  normally  furnished  in  the  physician's  office 
and  are  commonly  Included  In  the  physician's  bills.    In  both  cases  of  such 
reimbursement,  the  PA's  activities  must  be  under  direct  and  Immediate  phy- 
sician supervision. 

DOES  MEDICAID  REIMBURSE  FOR  PA  SERVICES? 

Policy  varies  from  state  to  state.    Generally,  recognition  Is  given  a 
physician's  right  to  employ  PAs,  within  legal  parameters,  and  to  bill  and 
be  reimbursed  through  Medicaid  In  accordance  with  prevailing  regulations 
for  their  services  when  performed  under  the  physician's  direct  supervision. 

00  PRIVATE  THIRO-PARTY  CARRIERS  REIMBURSE  FOR  PA  SERVICES? 

Most  private  third-party  carriers  consider  services  rendered  by  hospital- 
employed  and  supervised  PAs  as  reimbursable  as  part  of  the  hospital's 
general  service  expenses.   Reimbursement  for  the  services  of  physician- 
employed  PAs  assumes  the  existence  of  direct  physician  Involvement. 

WHERE  MAY  I  OBTAIN  ADOITIONAL  INFORMATION  ABOUT  HOSPITAL  UTILIZATION  OF  PAS? 

American  Academy  of  Physician  Assistants 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  Virginia  22202 
Telephone:    (703)  920-5730 
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th«  PHTSICIAH  ASSISTANT'S  cost  ef fectl veness  1n  an  HMO 

DOCS  THE  USC  Of  PHYSIC  I  AM  ASSISTANTS  SAVE  AN  HMO  HONE  Y  ? 

A  special  stud/  at  a  California  health  maintenance  organization 
revetted  that  physician  assistants  made  possible  a  9?  percent 
reduction  1n  physician  time  per  patient  and  cut  average  visit 
costs  by  20  percent. 

MOW  WIRE  THE  TIME  ANO  COSTS  COMPUTEO? 

On  a  phy$1dan-only  vs.  physician  asslstnt-only  basis  treating 
respiratory  infections,  urinary  and  vaginal  Infections,  headache, 
and  abdominal  pain.    Protocols  were  used  to  guide  the  PAs  1n 
their  work. 

010  THE  PHYSICIAN  SEE  THE  SAME  PATIENTS  AS  THE  PHYSICIAN  ASSISTANTS? 

Physicians  saw  their  own  patients  alone  and  served  as  consultants 
to  the  PAs.   Patients  treated  by  the  PAs  saw  a  physician  only 
when  Judged  necessary  by  the  PA. 


HOW  MUCH  TIME  010  PHYSICIANS  OEVOTE  TO  CONSULTATION? 

Physician  tine  required  for  consultation  on  physician  assistant 
patients  was  92  percent  less  than  the  tine  the  physicians  devoted 
to  dealing  with  the  sane  clinical  problems  of  their  own  patients. 

WAS  PHYSICIAN  EFFICIENCY  IMPAIREO  BY  CONSULTATION  OUTIES? 

The  study  did  not  measure  whether  the  tine  the  physicians  spent 
In  consultation  regarding  physician  assistant  patients  affected 
their  efficiency  1n  treating  their  own  patients.    However,  the 
physicians  did  not  think  their  efficiency  was  affected. 

WAS  THERE  ANY  (DIFFERENCE  IN  THE  TIME  SPENT  WITH  PATIENTS? 

The  physician  assistants  spent  only  four  to  nine  minutes  more 
than  physicians  per  patient  visit. 

WHAT  ABOUT  MANPOWER  ANO  OTHER  COSTS' 

Physician  assistant  manpower  costs  were  46  percent  less  than 
those  of  the  physicians.    Laboratory  and  medication  costs  were 
not  significantly  different.    Physician  assistant  overall 
combined  costs  were  20  percent  below  those  of  the  physicians. 
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HOW  MANY  PATIENTS  WERE  TREATEO  OURlNG  THE  STUDY' 

2lth  JnJ^rTE?  'Vl  W  fUUl  0f  new  p*t1en"  "udled 
£?t!2\   ."T  flfl9ned  r4rd0-1y  41  *  ««•  of  two  patient* 
treated  by  *  physician  assistant  to  one  treated  by  a  physician. 

WHAT  WAS  THE  PATIENT  RETURN  VISIT  PATTERN? 

Approximately  one-third  of  all  patients  mde  return  visits  for 
related  Problems  within  two  Months  of  thefr  Initial  visits  Two 

&  ♦!??,15SilUnt  S!l1enU  *nd  l*°  patients  were 

hospltalUed  for  problem  relsted  to  their  Initial  visit*. 

010  STUDY  RESULTS  AFFECT  STAFFING  OF  THE  CLINIC? 

Prior  to  the  study  10  physicians  and  three  physician  assistants 
saw  approximately  2./00  patients  per  month.    Two  years  later 
b.i  physicians  and  Ux  physician  assistants  were  teeing  2  900 
costs"  *°ftth  "  *  Uv1n9*  of  *108.°30  1"  annual  salary 


WHERE  HAY  I  OBTAIN  ADDITIONAL  INFORMATION  ON  PHYSICIAN  ASSISTANTS? 

American  Academy  of  Physician  Assistants 
2341  JefferjOn  Oavls  Highway.  Suite  700 
Arlington.  Virginia  22202 
Telephone:    (703)  920-5730 
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PHYSICIAN  ASSISTANT  FACT  SHEET 

CONCEPT  BEGAN  IN  1968  -  DUKE  UNIVERSITY,  OUR HAM,  NC 

NUMBER  OF  PA  TRAINING  PROGRAMS  -  49  PRIMARY  CARE  -  3  SURGICAL 

AVERAGE  NUMBER  OF  PA  GRADUATES  PER  YEAR  -  1 .500 

NUMBER  OF  PAs  IN  THE  COUNTRY  -  14.133  Includes  graduates  and  students 
AAPA  MEMBERSHIP  TOTALS  -  (JANUARY  1981)  -  Approximately  6.619 
STATES  WITH  PRESCRIPTIVE  PRACTICE  LAWS  FOR  PAs  -  (SEE  BACK) 


1. 

ALASKA 

8. 

MEN  MEXICO 

2. 

ARIZONA 

9. 

NEW  YORK 

3. 

CALIFORNIA  (pilot  project) 

10. 

NORTH  CAROLINA 

4. 

COLORADO  (Child  Health 

11, 

OREGON 

Associates  only) 

12, 

PENNSYLVANIA 

5. 

MAINE 

13, 

SOUTH  DAKOTA 

6. 

MICHIGAN 

14. 

WASHINGTON 

7. 

NEBRASKA 

FORTY -NINE  STATES  AND  WASHINGTON,  DC  ALLOW  PAS  TO  PRACTICE. 
FORTY-ONE  STATES  HAVE  SPECIFIC  ENABLING  LEGISLATION  (REGULATORY). 
SIX  STATES  HAVE  DC LEGATORY  RESPONSIBILITY  - 

1.  CONNECTICUT  4,  MONTANA 

2.  OELAMARE  5,  TENNESSEE 

3.  MINNESOTA  6.    WASHINGTON.  OC 

THREE  STATES  -  NO  SPECIFIC  LEGISLATION 

1 .  KENTUCKY 

2.  MISSISSIPPI 

3.  MISSOURI 

NEW  JERSEY  IS  THE  ONLY  STATE  WHICH  PROHIBITS  PAS  FROM  PRACTICING. 

PAs  ARE  CERTIFIED  BY  THE  NATIONAL  COMMISSION  ON  CERTIFICATION  OF  PHYSICIAN'S 
ASSISTANTS  AND  ARE  RE-REGISTERED  EVERY  2  YEARS  BASEO  ON  100  HOURS  OF  CONTINUING 
ME01CAL  EDUCATION  AND  RECERTIFIED  EVERY  6  YEARS  BY  EXAMINATION.    THE  MEMBER 
ORGANIZATIONS  OF  THE  NCCPA  ARE: 

AMERICAN  ACADEMY  OF  PHYSICIAN  ASSISTANTS 
AMERICAN  MEDICAL  ASSOCIATION 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
AMERICAN  ACADEMY  OF  PEDIATRICS 
AMERICAN  COLLEGE  OF  PHYSICIANS 
AMERICAN  COLLEGE  OF  SURGEONS 
AMERICAN  HOSPITAL  ASSOCIATION 
AMERICAN  NURSES'  ASSOCIATION 
AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE 
ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES 
ASSOCIATION  OF  PHYSICIAN  ASSISTANT  PROGRAMS 
U,S,  DEPARTMENT  OF  DEFENSE 

FEOERATION  OF  STATE  MEDICAL  BOAROS  OF  THE  U,S. 

NATIONAL  BOAAU  OF  MEDICAL  EXAMINERS  

AaeMcan  Acadeey  of  Physician  Assistants 
2341  Jefferson  Oavls  Highway.  Suite  700.  Arlington.  Virginia  22202.  703/920-5730 
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CWWEMT  STATE  LE61SUTIYE  STATUS 


I 

I  SUtes 

I  

iJTTOi 


lAlatka 


\  Ar  1  zom~ 


I  Art  anus 


ICallfornla 


"TO" 
130" 


Delega-I  Regu' 
to  ry 


January  1981 


etory 


Exemption 


Rx  Pr ly 

TES 


leges' 
MO 


Prescript 
Practice 

 TES 


tv  Pending 

_  MO 


iColoradtT" 


[Connecticut 
I  Del  aware 


1636 

"777 


inorlda 


I  Georgia" 
ItUwan 


T5" 


(Idaho 


ITTTTnoTs"" 


X  (pilot 

rar 


project 


only) 


I Indl ana 


TIT 


"776" 
T7T 


1  Kentucky 


I  Lout i tana 


T7T 


~~6T 


I  Heine 
lHaryland" 


~50T 


[Massachusetts 


"770" 


IHJchlgan 


tttlnnesot* 
IHininippT" 


"W 


[Missouri 


iMofltina 


~7T 


iHebrtska 


"75" 
"77T 


{Nevada 


I  Mew  Ha^shTfT 


lHew  Jersey"" 
I  Hew  Mexico 


|Mev  York 
iHorth  Caroline 


707 
"THT 


I north  Oakota 
IflhTo- 


"75T 


lOFTThoM 


i  Oregon 


"3TF" 


|P«nniy|van1a 


llhodV  Island" 
I  South  Carolina 


80 
"EX 


I  South  Dakota 


7B" 


I Tennejiec 


I  Texas  ~ 


T5T 


iuhtt 


lYerwont 

lYTrgTnTi 


Washington 
iWest  Virginia 


710" 


j  Wl  scons In 
I  Wyoming  ~ 
iSasKTngi 


iJV 
7BT" 


7BT 


:on_  DC 


*  Estimated  nu*xr  of  PAi  (includes  graduates  and  students)  In  the  itiU  as  of  U/lS/80. 
Foreign  countries  •  32. 

**  Those  states  with  specific  legislation,  rules  and  regulations,  cr  attorney  general 
decisions  granting  prescriptive  privileges  to  physician  assistants. 
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AMftlCAN 
ASSOCIATION 


IWS  MASSAtHUy  IIS  AVlNL't  NW 


O*  OfNlAt 
SOOTHS 


April   16.  1981 


Honorable  Orrin  G.  Hatch 
Chairman,   Committee  on  Labor  and 
Human  Resources 

411  Russell  Sc.iate  Office  Building 
Washington,   D.C.  20510 

Dear  Mr.  Chairman: 

The  American  Association  of  Dental  Schools  would  like  to  submit 
a  statement  for  the  record  presenting  our  views  on  S.   799,  the 
Health  Professions  Educational  Assistance  and  Nurse  Training  Act 
of  1981. 

We  appreciate  the  opportunity  to  make  these  comments.  If  the 
Association  can  provide  any  assistance  to  you.  the  members  of 
the  Committee  or  the  staff,   please  do  not  hesitate  to  contact  us. 


HWB/jf 
cncl  : 

cc :     Mr.  Hal  Christcnsen 
Dr.  Thomas  Oinley 
Executive  Committee 


Sincere ly. 


HarrY7**-  Bruce.  Jr 
Executive  Director 
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STATEMENT  OF  THE  AMERICAN  ASSOCIATION  OF  DENTAL  SCHOOLS 
SUBMITTED  TO 

U.S .  SENATE  COMMITTEE  ON  LABOR  AND  HUMAN  RESOURCES 
April  16,  1981 

The  American  Association  of  Dental  Schools  appreciates  the  oppor- 
tunity to  submit  a  statement  for  the  record  concerning  S.  799.  the 
Health  Professions  Educational  Assistance  and  Nurse  Trainm,  Act  of 
1981,  now  pending  before  the  Senate  Committee  on  Labor  and  Human 
Resources.     Before  presenting  our  views  on  the  health  manpower  bill, 
ve  will  first  outline  some  of  the  problems  facing  dental  schools  and 
their  students  and  present  our  views  about  the  appropriate  Federal 
roU  in  addressing  these  problems. 

The  most  serious  difficulty  that  dental  schools  and  their  students 
confront  is  that  of  finding  ways  to  cope  with  the  rapid  escalation 
in  the  costs  of  providing  and  obtaining  a  dental  education.  For 
the  dental  school,   the  cost  of  educating  a  dental  student  reached 
a  staggering  average  figure  of  over  $24,000  per  year  in  the  1979-80 
academic  year.     This  yearly  ost  ro  the  institution  is  certainly 
one  of  the  highest  of  the  health  professional  schools.     In  that 
same  academic  year,   first-year  tuition  and  fees  in  public  dental 
schools  averaged  $2,370  for  residents  and  $5,700  for  nonresidents. 
For  first-year  students  attending  a  private  institution,  tuition 
and  fees  averaged  $7,660  and  for  some  the  total  was  as  high  as 
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$12,000.     In  the  current  year,   average  tuitions  have  climbed 
another  15  percent  and  they  are  scheduled  to  again  increase  signi- 
ficantly in  the  coming  school  year.     It  is  obvious  that  continued 
inflation  is  steadily  worsening  what  has  already  become  a  serious 
situation  for  both  the  institution  and  the  student. 

However,   it  is  important  to  note  that  there  have  been  several  signi- 
ficant developments  within  the  dental  schools  that  have  also  contri- 
buted to  rising  costs.     Schools  have  expended  large  sums  of  money 
in  order  to  comply  with  the  Federal  requirements  that  have  been 
prerequisites  for  institutional  support.     In  addition,  technical 
equipment  which  rapidly  becomes  outmoded  in  highly  utilized  dental 
school  clinics  has  required  replacement  and  modification  in  order 
to  respond  adequately  to  new  program  needs,    and  long  overdue  improve- 
ments have  been  effected  in  faculty-student  ratios. 

The  primary  concern  of  the  dental  schools  is  to  maintain  the  quality 
of  their  programs  and  remain  financially  viable.     In  a  survey  com- 
pleted early  last  year  by  the  American  Association  of  Dental  Schools 
the  schools  that  arc  receiving  capitation  grants  were  asked  to 
specify  the  actions  they  expected  to  take  in  order  to  accommodate 
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to  the  reductions  anticipated  in  capitation  funding.    Without  Federal 
support,   dental  schools  in  general  would  have  to  obtain  replacement 
funds  to  support  up  to  57  percent  of  faculty  and  staff  salaries. 
Private  dental  schools  would  have  to  obtain  sufficient  replacement 
funds  for  almost  62  percent  of  their  faculty  and  staff  salaries. 
One  school  anticipated  the  closing  of  the  school  library.     All  were 
concerned  that  the  actions  they  were  taking  would  make  it  increasingly 
difficult  to  recruit  and  retain  competent  clinical  faculty  in  the 
years  ahead. 

In  addition,  almost  three-fifths  of  the  schools  responding  to  the 
survey  planned  an  immediate  increase  in  tuition  and  fees  to  compen- 
sate in  part  for  the  reduction  in  funds.     Some  institutions  reported 
that  they  would  also  be  forced  to  curtail  or  eliminate  various  student 
programs,   including  programs  aimed  at  the  recruitment  and  retention  of 
minority  students.     Increases  in  tuition,  no  matter  how  necessary, 
would  certainly  exacerbate  the  serious  financial  problems  that 
already  confront  the  needy  student  who  wishes  to  attend  dental 
school.     Current  student  assistance  programs  although  potentially 
workable,   are  underfunded  and  are  accompanied  by  heavily  restrictive 
regulations  which  tend  to  deny  assistance  to  many  students  from  the 
Kiddle  income  group. 
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The  Health  Educational  Assistance  Loan  (HEAL)   program  that  was 
designed  to  assist  students  in  these  circumstances  has  not  been 
available  at  all  to  students  in  schools  that  have  opted  to  forego 
capitation,   and  those  students  who  are  able  to  avail  themselves  of 
the  HEAL  program  find  that  their  original  indebtedness  is  greatly 
inflated  by  the  high  interest  charges  for  HEAL  loans.    To  their 
educational  indebtedness,  newly  graduated  dentists  who  wish  to 
enter  practice  must  immediately  incur  large  additional  debts  to 
establish  their  practices.    Repayment  of  educational  and  practice 
indebtedness  begins  during  a  period  in  their  careers  when  their 
earnings  are  their  lowest. 

What  this  is  the  federal  role  in  helping  schools  and  students  to 
address  these  serious  difficulties?    We. believe  this  role  is  two- 
fold:    (1)   the  federal  government  should  supplement  other  sources 
of  school  income  thereby  assuring  the  fiscal  stability  of  the 
schools  so  they  can  provide  quality  education  for  the  future  dentists 
of  the  country;  and  (2)   the  federal  government  should  provide  well 
designed  and  adequately  funded  student  assistance  programs,   so  that 
all  students  may  be  assured  equal  access  to  a  dental  education  and 
student  indebtedness  may  be  kept  at  a  manageable  level.    We  believe 
it  is  appropriate  that  the  federal  government  assume  these  responsi- 
bilities because  dental  schools  have  demonstrated  exceptional 
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r«sponsiveness  in  meeting  national  health  manpower  needs.  Indeed, 
there  are  seventeen  states  without  dental  schools  and  these  states 
■ust  rely  upon  the  schools  located  in  other  states  for  their  supply 
Of  dentists. 

Without  a  federal  supplement  it  will  be  difficult  and  in  many  cases 
totally  impossible  for  schools  to  generate  sufficient  income  to 
attain  anything  resembling  fiscal  stability.    It  is  already  apparent 
that  income  from  private  and  state  sources  cannot  adequately  replace 
the  loss  of  revenues  that  would  be  experienced  by  a  severe  cut  or 
elimination  of  institutional  support  from  the  federal  government. 
He  believe  that  it  is  essential  for  the  federal  government  to 
assist  the  schools  through  institutional  support  to  minimize  their 
need  for  tuition  increases. 

Also*  it  is  important  for  student  assistance  programs  to  be  truly 
responsive  to  studer.t  needs.     It  is  unrealistic  and  unfair  to 
ask  the  health  professions  student  to  bear  the  total  burden  of 
educational  costs  simply  because  of  the  high  income  potential  of 
a  auccessful  professional  practice.     It  is  a  potential  that  seldom 
is  realized  until  many  years  after  graduation  and,  for  some,  not 
even  then. 
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Specific  comments  on  5.  799  follow. 
Institutional  Support 

Th«  Association  is  distressed  that  5.  799  includes  no  provision 
for  institutional  support  for  health  profession  schools.    We  believe 
that  a  continuation  of  institutional  support  is  absolutely  essential 
in  maintaining  fiscal  stability  for  these  institutions.    At  the  sane 
ti»«,  we  believe  that  modifications  are  needed  in  the  current  insti- 
tutional support  authority.    The  assurances  that  dental  schools 
■ust  meed  in  order  to  receive  institutional  support  under  the 
current  authority  are  either  obsolete  or  unnecessarily  burdensome: 
They  further  escalate  the  cost  of  dental  education  and  they  result 
in  the  production  of  nore  dental  graduates  than  are  needed  to  meet 
the  demand  for  dental  services.     The  preferred  mechanism  would  be 
institutional  support  with  no  required  assurances.     Schools  could 
then  direct  funds  into  their  own  particular  curriculum  which  ordi- 
narily has  been  developed  with  the  needs  or  the  community  and 
region  in  mind.     At  minimum,  any  assurances  tied  to  institutional 
support  must  be  reasonable,  flexible  and  not  overly  burdensome. 

He  emphasize  that  these  assurances  must  be  within  the  context  of 
institutional  support.    We  do  not  think  that  the  objective  of  fiscal 
stability  can  be  realized  through  project  grant  authorities,  because 
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special  project  grants  are  targeted  authorities  carrying  a  forward 
commitment  for  operating  resources.  However  useful  project  grants 
My  be  in  contributing  to  educational  quality  and  innovation,  they 
do  not  and  cannot  provide  the  basic  consistent  financial  assistance 


Student  Assistance 

fti«  Association  endorses  the  student  assistance  provisions  contained 
in  S.«  799  but  believes  that,  taken  as  a  whole,  they  do  not  constitute 
an  adequate  program  for  meeting  the  financial  needs  of  health  profes- 
sions students.     Although  we  welcome  the  proposed  three-year  post- 
pontment  in  phasing  out  the  health  professions  direct  student  loan 
program,  we  were  aghast  to  find  that  S.  799  contains  no  authoriza- 
tion for  appropriations  for  federal  capital  contributions  to  the 
loan  funds  for  this  three-year  period.     At  a  time  when  growing 
numbers  of  students  not  only  need  assistance  but  need  more  assist- 
ance than  ever  before,   it  seems  nothing  short  of  fol)y  to  diminish 
the  schools'  capacity  to  provide  financial  assistance  by  forcing 
them  to  rely  solely  on  roll-over  monies.    We  are  not  unmindful  of 
the  need  for  fiscal  restraint,  but,  given  the  circumstances,  we  urge 
the  Committee  to  reinstate  Section  742  of  the  PHS  Act,  providing 
new  authorizations  for  capital  contributions  in  fiscal  years  1982 


"that  is  so  sorely  needed  by  the  dental  schools. 
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through  1986.    We  fear  that  the  time  is  near  when  only  students 
from  wealthy  families  and  those  who  can  afford  to  heavily  mortgage 
their  futures  will  be  able  to  obtain  a  dental  education. 

The  Association  also  believes  that  the  elimination  of  the  authority 
for  scholarships  to  students  of  exceptional  financial  need  is  both 
unfortunate  and  mistaken.    Although  EFN  scholarships  have  been 
available  to  few  students ,  those  who  have  received  them  probably 
could  never  have  embarked  upon  a  dental  career  without  such  help. 
It  is  the  only  aid  program  targeted  for  those  in  greatest  need. 

For  most  students  in  need  of  financial  assistance,  there  will  be 
no  alternative  but  to  borrow  under  the  high-cost  HEAL  program. 
Although  S.  799  provides  for  graduated  loan  repayments,  this 
provision,  while  highly  desirable  because  it  will  permit  young 
practitioners  to  repay  their  indebtedness  in  keeping  with  the 
growth  of  their  practices,  in  the  long  run  will  mean  an  even 
heavier  load  of  indebtedness  for  the  HEAL  borrower.    What  is 
needed  is  a  progr<*m  of  interest  subsidies  covering  the  period 
HEAL  recipients  are  still  in  training  as  well        »  reauthoriza- 
tion of  the  loan  repayment  feature  of  the  current  program. 
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Support  for  General  Practice  Residencies 

The  Association  is  also  concerned  that  S.  799  contains  no  authori- 
zation for  grants  in  support  of  general  practice  residencies  (GPRs) 
in  dentistry*     By  creating  new  postdoctoral  training  positions  in 
general  dentistry,  the  GPR  program  has  not  only  been  helping  to 
avert  overspecialization  in  dentistry  but  it  has  also  enabled  new 
graduates  to  receive  the  additional  year  of  clinical  training  that 
many  educators  and  students  deem  essential  preparation  for  the 
practice  of  dentistry.    Almost  60  percent  of  all  graduating  seniors 
surveyed  last  year  expressed  a  need  for  additional  clinical  experi- 
ence before  entering  dental  practice,  and  significantly,  their 
overwhelming  preference  was  for  additional  training  in  general 
dentistry  rather  than  training  in  a  specialty.    However,  with 
only  one  GPR  position  available  for  every  eight  graduates,  there 
are  far  too  few  GPR  positions  to  accommodate  these  students  and, 
given  the  financial  situation  of  the  schools,  there  is  little 
possibility  that  additional  programs  can  be  instituted  without 
federal  assistance. 

The  GPR  program  is  particularly  important  to  the  dentist  who 
wishes  to  practice  in  an  area  where  specialists  aro  scarce  or 
whore  he  or  she  must  provide  dental  services  for  patients  with 
special  health  problems.    Participation  in  a  GPR  program  prepares 
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the  dentist  to  provide  a  broad  range  of  services,  including  *3ie 
cere  of  geriatric  patients,  the  medically  compromised  and  the 
handicapped.     In  addition,  the  program  affords  dentists  an 
opportunity  to  interact  with  physicians,  nurses  and  other  health 
professionals  in  settings  that  facilitate  their  awareness  of  oral 
health  problems  which  complicate  the  lives  of  patients  already 
compromised  with  debilitating  diseases.    He  urge  the  Committee 
to  add  Unguage  to  Section  165  Of  S.  799  reauthorizing  grants 
for  GPR  programs  in  dentistry  and  earmarking  for  these  GPR 
programs,  10  percent  of  the  funds  authorized  under  this  section. 
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330  Groove  fivmrve 
8osKn  MACOTS 


March  30,  mi 


Honorable  Orrln  C.  Hatch 
United  States  Senate 
411  Russell  Senate  Office  Building 
Washington,  DC  20510 


Dear  Senator  Hatch: 

W«  at  Bath  lataal,  aa  do  many  other*  acroaa  the  country,  face  the  imminent  demise 
of  our  primary  care  residency  training  program,  a  program  that  already  haa  had  extra- 
ordinary impact  on  our  Hospital  and  Harvard  Medical  School.  Not  many  realise  it, 
but  fully  one-third  of  all  trainees  in  internal  medicine  at  Harvard  teaching  hospitals 
today  are  in  a  ipecial  track  preparing  them  for  careers  a*  primary  care  internists. 
This  flies  in  the  face  of  the  tradition  of  subspecialty  concentration  at  Harvard,  and 
•hows  how  successful  we,  with  federal  help,  have  been  in  getting  our  students  and 
trainees  to  enter  careers  as  general  1st*.  Of  the  seventeen  first  graduates  of  our  Hos- 
pital's program,  all  but  two  are  in  general  medical  practice  now,  and  many  are  working 
for  the  under* erred,  in  inner  city  health  centers  and  in  rural  settings.  We  have  had 
a  real  impact  in  trying  to  turn  around  the  trend  to  subspecialisation  and  inpatient 
care,  and  it  would  be  terribly  damaging  for  our  ;>rogram  to  disappear. 

We  org  J  you  to  support  training  in  general  internal  medicine  a*  mandated  b?  Title 
section  7M,  of  the  Public  Health  Service  Act.  We  oppose  the  cutback  of  35% 
in  such  programs  for  FY  12  and  urge  that  the  proposed  rescission  of  more  than  305* 
for  primary  care  training  In  FY  SI  he  defeated  or  diminished, 

The  impact  of  this  section  of  the  Public  Health  Service  Act  on  general  medicine  training 
haa  been  profound  nationally  since  its  inception  four  year*  ago. 

  95%  of  primary  care  residents  choose  to  practice  as  generallsts. 

rural  and  inner  city  communities  are  the  preferred  practice  sites  of  the 
graduates. 

faculty  supported  by  this  program  serve  aa  general  1st  role  models  for  all 
medicai  residents. 

the  proportion  of  all  internal  medicine  residents  choosing  general  is  1  careers 
haa  risen  during  the  last  four  year*  from  IS  to  50%. 
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The  Administration's  Manpower  budget  and  legislation  proposes  that  primary  care 
residency  training  programs  In  Internal  medicine  and  pediatrics  be  continued  at  a 
reduced  but  tUhU  level  of  funding.  The  proposed  ltvtl  funding  indicates  that  the** 
programs  form  an  important  part  of  the  Administration's  plan  to  improve  geographical 
end  specialty  distribution  nationally  and  to  give  high  priority  to  the  implementation 
of  coat  effective  clinical  practice.  You  must  recognise  the  disastrous  consequences 
if  funding  in  19*1  and  IHZ  is  reduced  In  a  precipitous  manner: 

— •     cutoff  of  support  for  one  third  of  all  primary  care  residente  nationally 
in  the  middle  of  training. 

—  termination  of  community  based  training  for  primary  care  physicians  in 
Home  Care,  Nursing  Horns  Care  and  Health  Centers. 

— •    reversion  to  subspecialty  dominated,  in-hospital  training  for  all  medical 
residents. 

—  lower  quality  of  care  for  ambulatory  patients  In  our  and  other  participating 
hospitals. 

I  urge  you  to  help  restore  adequate  funding  to  the  FY  81  rescission  budget  in  order 
to  support  qualified,  approved  programs.  I  also  recommend  that  budgeted  funds  be 
adequate  In  FY  82  to  enable  the  Administration's  and  the  program's  goals  to  be  accom- 
plished, namsly  -  to  continue  the  trailing  of  physicians  who  will  devote  themselves 
to  the  practice  of  primary  care  in  communities  across  the  nation. 

I  enclose  a  statement  for  your  bearing  to  be  held  on  April  7.  I  hope  that  it  will  give 
you  a  further  sense  of  what  ws  are  trying  to  do  and  why  such  programs  make  sense 
even  in  a  day  of  federal  restraint. 


Thomas  L.  Delbanco,  U.D. 

Chtsf,  Division  of  General  Medicine 

and  Primary  Care 
Associate  Processor  of  Medicine 
Harvard  Medical  School  and  Beth  Israel  Hospital 


TLO/paw 


Slncerely» 
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A  STATEMENT 


Thoraas  L.  Delbanco,  M*D. 
Chief,  Division  of  General  Medicine 
and  Primary  Care 
Beth  Israel  Hospital 
Associate  Protestor  of  Medicine 
Harvard  Medical  School 


April  I,  1981 


Prepared  for  Orrin  G.  Hatch,  Chairman  of  the  Committee  on  Labor  and  Human  Resources, 
United  States  Senate. 


503 


My  name  is  Thomas  Delbanco.  I  am  a  board  certified,  general  internist;  Associate 
Professor  of  Medicine  at  Harvard  Medical  School;  and  Chief  of  the  Division  of  General 
Medicine  and  Primary  Care  at  Beth  Israel  Hospital,  one  of  the  Harvard  teaching  hos- 
pitals. I  am  also  Director  of  the  Henry  J.  Kaiser  Fellowship  Program  m  General  Medicine 
at  Harvard  Medical  School,  a  program  which  is  preparing  physicians  for  careers  as 
teachers  and  scholars  m  primary  care  and  general  medicine.  I  am  a  councillor  of 
the  Society  for  Research  and  Education  in  Primary  Care  Internal  Medicine  (SREPCIM), 
a  national  organization  of  physicians  involved  m  practice,  research,  and  training  in 
general  internal  medicine.  Three  years  ago  I  was  privileged  to  work  m  the  Congress 
as  a  Robert  Wood  Johnson  Health  Policy  Fellow,  working  on  the  staff  of  Senator  Bob 
Dole. 

When  the  availability  of  primary  health  services  reached  its  low  point  ten  years 
ago,  the  American  public  seemed  to  wake  up  and  notice  that  we  were  preparing  too 
many  subspecialists  and  too  few  general  physicians.  The  doctor  who  used  to  care 
for  us  when  we  were  growing  up  had  disappeared,  and  he  was  being  replaced  by  doctors 
with  skills  in  sharply  circumscribed  areas.  We  noticed  also  that  medical  care  was 
getting  very  expensive.   Medical  technology  was    -   loding  and  proliferating.   A  new 
test  was  invented  every  week.  Physicians  were  using  more  and  more  gadgets  and 
charging  a  lot  for  their  use. 

What  excites  me  about  the  proposed  legislation  is  that  it  addresses  two  issues 
head  on:  the  imbalance  between  gcneralists  and  specialists,  and  the  mounting  costs 
of  health  care.  The  impulse  behind  training  programs  m  primary  care  is  to  stimu- 
late us  to  turn  out  more  general  phys.cians  and,  by  implication,  fewer  subspecialists. 
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It  b  017  tenw  that  if  we  do  that,  we  may  have  a  real  chance  to  improve  health  care 


and  at  the  same  time  keep  down  »)ne  of  the  costs  that  frighten  us  aJ!  today. 


What  have  the  (.ruining  program*  in  family  medicine,  genera!  internal  medicine, 
and  pediatrics  done  so  far?  Stimulated  first  by  private  philanthropy  and  then  by  the 
Health  Professions  Educational  Assistance  Act  (94-4S4)  in  1976,  medical  schoola  have 
mounted  exciting  prog  rain  a  which  have  attracted  more  and  more  young  physicians 


30  percent  of  trainees  in  Harvard  internal  medicine  programs  would  choose  special 
programs  preparing  them  for  careers  in  primary  care,  they  would  have  thought  I  was 
hallucinating.  But  that  is  the  case  today,  and  the  legislation  should  help  maintain 
this  momentum  and  help  us  move  further  ahead.  Last  year,  293  pro  grama  were  supported 
by  the  government,  and  it  is  extraordinary  to  watch  how  primary  care  has  taken  an 
important  role  in  even  some  of  our  most  conservative  health  science  centers. 

In  addition  to  giving  further  support  for  the  teaching  programs  that  are  now 
underway,  the  proposed  legislation  moves  into  a  new  area.  You  propose  to  fund  programs 
»o  train  future  faculty  for  careers  in  family  medicine,  general  internal  medicine, 
and  pediatrics.  I  am  presently  directing  such  a  program  in  the  Division  of  Primary 
Care  and  Family  Medicine  at  Harvard  with  the  support  of  the  Henry  J-  Kaiser  Family 
Foundation.  In  recent  years,  the  Robert  Wood  Johnson  Foundation,  and  more  recently 
the  Kaiser  Foundation  have  helped  establish  several  programs  for  preparing  such  faculty. 
We  need  federal  support.  I  cannot  overstate  the  importance  of  the  faculty  role  model 
in  the  academic  health  science  center.  There  are  few  of  us  in  medicine  who  cannot 
point  to  one  or  two  individuals  who  had  a  remarkable  influence  on  our  subsequent 
careers.  I  believe  that  one  of  the  principal  reasons  it  has  been  difficult  to  get  our 
young  doctors  to  enter  primary  care  is  the  fact  that  these  role  models  have  juat  not 


Into  primary  care.  If  I  had  told  my  colleagues  at  Harvard  five  years  ago  that  in  1981, 


ERJ.C 


505 


Page  3 


existed  at  the  medical  »chool  in  recent  timet.  Slowly  but  surely  the  academically 


accomplished  young  generalist  u  emerging.  We  have  to  train  more  of  them,  and  I 
suspect  that  the  money  you  spend  in  this  area  will  hare  an  enormoua  payoff  for  our 
society.  It  will  have  a  ripple  effect  in  terms  of  attracting  the  young  physician  into 
primary  care  that  will  fsr  exceed  its  initial  co4t. 

Primary  care  training  programs  help  our  nation  address  exphr  \\y  some  of  the 
economic  forces  that  play  such  an  important  role  in  health  care.  The  incentive  system 
in  health  today  rewards  the  wrong  things.  How  can  I  make  the  most  money?  I  can 
order  too  many  laboratory  tests;  I  car-  put  too  many  people  in  the  hospital;  I  can  certainly 
make  sure  that  I  not  give  care  to  the  poor  and  underserved.  This  has  important  implica- 
tions for  primary  care  training  programs.  Why?  Because  m  large  part  they  are  located 
at  the  academic  health  science  center  -  and  more  specifically  in  the  outpatient  clinic. 
And  at  the  hospital,  the  incentives  are  just  as  confused. 

Let  me  give  an  example  of  what  I  mean.  If  I  run  a  hospital,  and  the  professor 
of  urology  comes  to  me  and  says  he  would  like  to  hire  a  few  more  residents  to  train 
more  urologists,  I  am  delighted,  because  I  can  make  a  pretty  safe  bet  that  over  time 
I  shall  fill  more  hospital  beds  and  keep  the  operating  room  a  little  busier.  On  the 
other  hand,  if  the  primary  care  professor  comes  and  says  he  would  like  to  train  more 
generalists  and  care  for  more  patients  in  the  outpatient  department,  and  by  the  way 
do  his  best  to  keep  the  patients  he  is  ser*mg  out  of  the  hospital,  I  might  not  be  so 
thrilled.  In  particular,  I  may  be  very  worried  because  the  bouse  officer  caring  for 
patients  who  can  still  walk  and  talk  can  often  not  charge  a  physicians  fee  which  third- 
party  payers  will  honor. 
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There  m  yet  another  problem.  It  uia  extraordinary  fact  that  today  almost 
one  out  of  every  four  visits  to  a  doctor  la  to  a  hospital  outpatient  department.  Hospital 
clinic*  have  been  *»  abomination  m  the  p**t.  They  were  the  last  place  you  would 
choose  to  go  for  ongoing  medical  care  if  you  had  any  choice.  But  training  program  » 
which  hope  to  produce  good  primary  care  doctors  u»e  primarily  the  outpatient  depart- 
ments, and  they  learn  very  quickly  that  you  cannot  attract  the  young  into  career* 
in  primary  care  if  you  try  to  seduce  them  m  a  aetting  where  patienti  do  not  receive 
excellent  care.  We  can  see  already  that  theae  training  programs  have  been  crucial 
for  improving  the  care  the  clinic  gives.  Moreover,  the  academic  health  science  center 
often  serves  the  inner  city,  or  is  the  focai  point  for  widespread  rural  populations. 
The  most  successful  programs  are  integrating  care  in  one  setting  for  both  the  under- 
privileged and  the  more  fortunate.  We  all  know  that  separate  but  equal  has  never 
worked  very  well  m  our  country.  This  ta  just  as  true  in  medical  care  as  in  the  public 
schools  on  which  we  have  focused. 

What  happens  when  training  programs  in  primary  care  mature?  In  these  settings 
we  very  rapidly  become  the  patient 's  advocate.  We  keep  our  patients  out  of  those 
expensive  hospital  beds,  not  just  because  we  are  cost  conscious,  but  because  we  have 
learned  chat  the  best  medical  care  need  not  be  centered  on  the  hospital  wards.  Our 
itudents  learn  quickly  that  patients,  and  particularly  the  elderly,  sometimes  fall  apart 
in  the  hospital  bed.  Frequently  the  biggest  favor  we  can  do  our  patients  is  to  manage 
them  as  outpatients.  It  does  not  make  sense  to  teach  doctors  the  way  I  was  taught. 
I  thought  that  good  medical  care  meant  hospitalizing  a  sick  patient.  I  have  learned 
by  now  that  good  medical  care  more  often  than  not  means  keeping  the  patient  out 
of  the  hospital.  That  is  what  we  teach  our  students  in  the  programs  the  Government 
has  supported. 
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In  th«»e  programs  we  do  not  profit  from  the  laboratory  te»U  we  order.  We  spend 
a  lot  of  time  teaching  our  students  to  think  critically  about  the  cost  implications 
of  their  practices.  Do  they  really  need  to  order  that  expensive  x-ray  right  now,  or 
can  they  perhape  afford  to  wait  awhile  and  see  what  happens  to  abdominal  pain  over 
time?  In  our  primary  care  programs  we  teach  our  doctors  what  not  to  order;  on  the 
wards  the  traditional  trainee  sometimes  orders  everything  in  the  world  to  see  if  some- 
thing will  turn  us. 

I  strongly  support  this  legislation  and  urge  you  to  consider  raising  the  authoriz- 
ation levels  for  the  primary  care  training  programs.  Please  realize  that  programs 
such  as  these  form  an  important  part  of  the  Administration's  plan  to  improve  geographi- 
cal and  specialty  distribution  nationally  and  to  give  high  priority  to  the  implementation 
of  coat  effective  clinical  practice.  Budgeted  funds  must  be  adequate  in  FY  82  to 
enable  the  Administration's  and  the  program's  goals  to  be  accomplished,  namely  -to 
continue  the  training  of  physicians  who  will  devote  themselves  to  the  practice  of 
primary  care  in  communities  across  the  nation. 
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AMERICAN  ASSOCIATION  OF  COLLEGES 
OF  PODIATRIC  MEDICINE 


20  CHEVY  CHAM  CIRCLE,  N  W ,  WASHINGTON,  D  C  2001S 


2W-S1M1S0 


0*t*< 
(<«n»>t  Ohio* 


April  15,  1981 


Orrln  Hatch,  Chairman 
Committee  on  Labor  *  Human 

Resources 
United  States  Senate 
4228  Dirksen  Senate  Office  Bldg. 
Washington,  D.  C.  20510 

Dear  Senator  Hatch: 

The  American  Association  of  Colleges  of  podiatric  Medicine 
respectfully  submits  the  enclosed  statement  regarding  S.799,  the 
proposed  Health  Professions  Educational  Assistance  and  Nurse 
Training  Act  of  1981.    We  request  that  our  statement  be  made  a 
part  of  the  permanent  hearing  record  on  S.799. 

We  stand  ready  to  cooperate  fully  with  you  and  your  very 
able  staff  in  the  development  of  this  important  legislation. 
Please  call  on  us  if  we  can  assist  you  in  any  way  in  this  end- 
eavor. 


Sincerely  yours, 


Robert  A.  Capbne 
Executive  Director 
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STATEMENT  OF 
THE  AMERICAN  ASSOCIATION  OF  COLLEGES 
OF  PODIATRIC  MEDICINE 

ON 

S.799  THE  HEALTH  PROFESSIONS 
EDUCATIONAL  ASSISTANCE  AND  NURSE 
TRAINING  ACT  OF  1981 


APRIL  14,  1981 
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INTRODUCTION 

The  American  Association  of  Colleges  of  Podiatric  Medicine 
represents  the  five  colleges  which  educate  this  nation's  doctors 
of  podiatric  medicine.    We  respectfully  submit  this  statement  in 
regard  to  S.799,  the  Health  Professions  Educational  Assistance  and 
Nurse  Training  Amendments  of  1981 ,  and  request  that  it  be  mude  a 
part  of  the  permanent  hearing  record. 

The  challenges  facing  podiatric  medicine  in  the  1980's  will 
be  unique  among  the  health  professions.     Unlike  our  colleagues  in 
the  other  major  health  disciplines,  podiatry  is  a  profession  that  remains 
critically  undermanned.     Additionally,  podiatry  remains  the  most 
seriously  maldistributed  of  all  the  health  professions.     Both  of 
these  facts  have  been  frequently  reiterated    time  and  time  again  in 
studies  conducted  by  the  Department  of  Health  &nd  Human  Services. 
The  September  1980  "Report  to  the  President  and  Congress  on  the  Status 
of  Health  Professions  Personnel"  is  the  most  recent  confirmation  of 
these  points. 

In  overall  terms,  this  Association  finds  the  authorization 
levels  contained  in  S.799  for  podiatric  medical  education  programs  to 
be  inadequate  to  assure  the  nation  an  appropriate  supply  of  foot 
health  care  professionals. 

INSTITUTIONAL  ASSISTANCE 

With  the  impetus  of  past  federal  aid,  the  five  colleges  of 
podiatric  medicine  have  dramatically  increased  enrollments  since  the 
mid-1960* 8.     In  1966,  there  were  700  podiatric  medical  students 
enrolled;  today  there  are  over  2,500.     In  1966,  the  colleges  awarded 
degrees  to  135  individuals  and  in  1980  to  577  individuals. 

Additionally,  each  college  now  has  a  newly  constructed  or 
completely  renovated  physical  plant.  — s 

Despite  this  success,  much  remains  to  be  done.    The  Department 
of  Health  and  Human  Services  has  identified  a  need  to  double  by 
1990  the  number  of  practicing  podiatrists  in  this  country  and  has 
pro3ected  a  30%  shortfall  of  this  gual  at  current  graduation  rates. 

with  each  of  our  schools  currently  educating  maximum  numbers 
of  podiatrists,  there  is  no  chance  of  eliminating  this  shortfall 
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Without  a  federal  commitment  to  counter  this  adverse  trend. 
Remote  Site  Training 

We  propose  that  the  Committee  institute  a  special  project 
authority  within  the  Health  Professions  Educational  Assistance  Act 
designed  to  alleviate  both  the  shortage  and  maldistribution 
problems  in  podiatry  through  regional  efforts  by  the  colleges  of 
podiatric  medicine.     Under  the  proposal  we  envision,  our  colleges 
would  receive  Federal  funds  to  institute  an  intensive  effort  to 
recruit  students  from  underserved  areas  across  the  country.  In 
addition,  the  colleges  would  guarantee  that  each  such  student  would 
receive  the  equivalent  of  at  least  one  and  one-half  years  of  clinical 
training  in  an  underserved  area. 

We  believe  that  this  type  of  special  project  would  have  an 
immediate  and  positive  impact  on  both  the  shortage  and  maldistribution 
problems  in  podiatry.    The  program  would  provide  our  colleges  with 
unique  and  needed  incentives  and  resources  for  increasing  enrollment. 
Further,  by  focusing  recruitment  and  clinical  training  efforts  in 
podiatric  underserved  areas,   (of  which  DHHS  has  identified  1,400 
nationwide)  we  would  be  more  certain  of  attracting  significant  numbers 
of  students  with  an  orientation  toward  eventual  practice  in  such  areas. 

Financial  Distress  Grants 

We  note  the  limited  support  for  Financial  Distress  Grants  in 
S.799.     It  seems  likely  that  the  contemplated  cut  of  capitation 
grants  to  health  professions  schools  might,  at  least  temporarily, 
heighten  the  need  for  financial  distress  grants,  and  we  suggest  that 
a  precipitous  cut  in  authorization  levels  for  that  program  would  be 
untimely  at  present. 


Student  assistance  programs  are  critically  important  to  students 
of  podiatric  medicine.     At  the  present  time,  our  students  pay  a  far 
larger  share  of  the  total  cost  of  their  education  that  do  students  of 
any  other  health  profession.     Half  of  the  $14,000  annual  cost  of 
podiatric  medical  education  is  borne  by  the  student  in  the  form  of 
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tuition  and  fees. 

Cessation  of  federal  capital  contributions  to  the  health  pro- 
fessions Student  Loan  program  will,  if  enacted,  reduce  available 
student  loans  an  estimated  fifteen  percent  per  capita  in  our  colleges. 
Many  students,  especially  minorities  and  the  economically  deprived, 
would  be  placed  at  a  distinct  disadvantage  by  such  a  reduction  in 
available  funds. 

We  are  distressed  to  note  the  lack  of  support  in  S.799  for  the 
National  Health  Service  Corps  and  its  scholarship  program.  Students 
of  pocliatric  medicine  have  only  recently  begun  participating  in  the 
NHSC  scholarship  program.    With  proper  recruitment  and  orientation 
of  recipients,  we  are  convinced  that  this  program  can  be  successful 
in  assuring  the  availability  of  quality  foot  health  care  in  the 
nation's  many  underserved  areas.    We  urge  continuation  of  the  NHSC 
scholarship  program  wi.h  an  appropriate  earmarking  of  support  for 
podiatric  medical  students. 

NATIONAL  ADVISORY  COUNCIL  ON  HEALTH  PROFESSIONS  EDUCATION 

Many  of  the  concerns  expressed  i.i  this  statement  were  recently 
voiced  by  the  National  Advisory  Council  on  Health  Professions  Education. 
In  a  unanimous  resolution,  a  copy  of  which  is  submitted  for  the  hear- 
ing record,  the  Council  pointed  out  the  critical  manpower  shortages 
in  podiatric  medicine.     The  Council  urged  that  the  federal  government 
provide  full  professional  and  resource  support  to  podiatry  in  its 
efforts  to  increase  the  supply  of  doctors  of  podiatric  medicine. 


in  introducing  S.799,  Senator  Hatch  expressed  his  view  that  the 
bill  addresses  the  nation's  most  critical  needs  for  health  care  pro- 
fessionals. Yet,  the  national  shortage  of  podiatrists,  consistently 
recognized  by  the  federal  government,  is  never  addressed  by  the  pro- 
posal. We  urge  The  Chairman  and  the  members  of  the  Committee  to  act 
to  correct  this  unfortunate  omission.  As  always,  we  stand  ready  to 
cooperate  fully  with  the  members  and  their  staffs  in  the  development 
of  this  important  legislation. 
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Resolution  on  Podiatric  Medical  Education 
(adopted  by  the  National  Advisory  Council 
on  Health  Professions  Education  1/29/80) 


WHEREAS,  The  Bureau  of  Health  Manpower's  1978  Report  to  the 
President  and  Congress  on  the  Status  of  Health  Professions 
Education  points  out  that  the  number  of  podiatrists  in  this 
country  are  currently  inadequate  to  meet  national  health 
care  needs,  and 

WHEREAS,  because  podiatry  is  moving  toward  an  expanded 
function  rolo  in  the  areas  of  health  promotion  and  disease 
prevention,     the  future  needs  for  podiatrists  take  on  an 
added  dimension  of  concern,  and 

WHEREAS,  statistical  data  contained  in  the  above-mentioned 
Bureau  of  Hoalth  Manpower  report  projects  a  need  for  24,000 
footcare  practitionors  by  1990  while  less  than  9,000  are 
now  available,  and 

WHEREAS,  the  fivo  schools  of  podiatric  medicine  aro  now 
operating  at  full  rapacity  and  certain  regions  of  the  country 
including  tho  South  have  no  schools  of  podiatric  medicine,  and 

WHEREAS,     geographic  maldistribution  of  podiatrists  is  more 
acuto  than  in  any  other  hoalth  profession, 

THEREFORE,  BE  IT  RESOLVED,  thzt  the  Bureau  of  Health  Manpower 
and  its  parent  agency,  the  Health  Rebources  Administration 
are  urgod  to  provide  full  professional  end  resource  support 
to  podiatry  in  its  efforts  to  incroaso  the  number  of  graduatesj 
to  continue  the  provision  of  incentives  to  assure  the  mat- 
riculation of  additional  numbers  of  currently  underrepresented 
population  groups^  continue  the  provision  of  incentives, 
especially  by  means  of  tho  National  Health  Service  Corps 
scholarship  program,  to  assure  the  placement  of  podiatrists 
in  undorserved  aroas;  to  participate  in  the  continuing 
assessment  of  the  functions  performed  by  tho  various  members 
o£  the  health  care  team  in  a  variety  of  urban  and  rural 
settlngsj  to  provide  new  incentives  to  stimulate  the  integration 
of  new  podiatric  medical  oducatio'  programs  into  existing 
medical  schools  or  health  science     Jucational  programs;  to 
oncourage  podiatric  and  interdisc     .inary  postdoctoral  training, 
including  increasing  the  number  ot  residencies  and  encouraging 
participation  of  podiatrists  in  Area  Health  Education  Centors 
and  other  continuing  education  programs;  to  continue  to  provide 
support  to  existing  schools  of  podiatric  medicine  with  a  view 
toward  educating  greater  numbers  of  podiatrists;  and  to  provide 
regular  reports  to  the  Council,  the  Surgeon  General,  and  the 
Congress  regarding  progress  in  reaching  those  important 
podiatric  manpower  goals. 


9 

ERIC 


514 


REGIONAL 
DENIAL 
EDUCATION 
PROJECT 


April  14.  1981 


JH.  Debra  Turner 

Leber  Mid  Humen  Aesocrcts  Committee 
Unites  States  Senate 
KNi  4m  Olrtsen  Gliding 
Washington.  O.C.  20510 

t£:    fteaote  site  didactic  and  clinical  health  professions  education  and  S.  799. 


Deer  Ns.  Turner: 

Thank  you  for  meeting  with  Ors.  Canfltld.  Powell,  and  me  on  April  27th  during  our 
recent  visit  to  Washington,  and  for  discussing  the  Regional  Dental  Education  Program 
(ROC?)  being  developed  cooperatively  between  the  School  of  Dentistry  here  at  the  Uni- 
versity of  Washington  and  the  University  of  Utah  and  the  Idaho  State  UMverSlt). 

I  em  writing  this  letter  to  submit  a  statement  to  be  Included  in  the  record  of  hear- 
ings held  by  the  Labor  and  Huean  Resources  Committee  on  April  8,  1961.    1  understand 
materials  may  be  submitted  for  inclusion  In  the  record  of  hearing  within  a  ten-day 
period  following  the  actual  date  of  hearing. 

Ky  purpose  Ik  submitting  this  statement  is  to  recomn end  that  language  which  provides 
authority  and  funding  for  the  Secretary  to  enter  Into  grants  and  contracts  with 
accredited  Health  Professions  Schools  to  develop  and  Implement  program  of  remote 
site  dJdoctlc  and  clinical  education  be  Included  799,  *K  BUT  to  amend*  the 

IWIIc  Keilth  Service  Act  to  revise  ind  extend  titles  VII  and  VIII  of  such  Act  with 
ri*r4  to  training  in  the  health  professions  and  nursing,  and  for  other  purposes.* 

This  recommendation  Is  based  on  experiences  in  Medical  and  Dental  Education  here  at 
the  University  of  Washington.   These  experiences  show  that  remote  site  didactic  and 
clinical  education  directly  and  significantly  impacts  at  least  four  wajor  problems  In 
health  care.   Thesa  are: 

0  •   reduction  of  constraints  for  aomlsslon  to  health  professions  schools 
faced  by  applicants  from  states  and  territories  without  selected 
professional  education  programs  in  their  systems  of  higher  education. 

0  -   maldistribution  of  practitioners. 

0  -   assuring  replacement  levels  of  health  nanptwer  in  states  without 
selected  professional  education  programs,  some  of  which  are 
projected  to  have  population  increases  requiring  modest  Increases 
In  Manpower  supply. 
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HanHneJ  Omm  tducemon  Project 


Ns,  Defer  a  Tumtr 


April  U.  1981 


0  -  efficient  and  cost  affective  utilization  of  hlqhtr  education 
rtsourcas  In  preparing  health  professionals. 

Thcst  axptriancas  have  bttn  and  art  taking  place  in  connection  with  the  remote  site 
didactic  and  clinical  education  program  known  as  HAM  (Washington,  Alaska,  montane, 
and  Idaho)  In  the  School  of  Medicine  and  as  ROCP  (the  Regional  DentaT  Education 
Program  between  Washington,  Utah,  and  Idaho)  In  the  School  of  Dentistry.    In  eacn  of 
these  program,  students  are  admitted  fro*  their  participating  home  state  to  the 
health  professions  school  here  at  the  University  of  Washington  according  to  retire- 
ments Petting  accreditation.   Admitted  students  then  take  the  first  year  of  their 
preparation  m  a  hone  state  university  which  Is  identified  as  satellite  to  the 
health  professions  school  at  the  University  of  Washington,  Ourlng  the  second,  third, 
and  part  of  their  fourth  years,  these  students  then  transfer  to  the  University  of 
Washington,  Seattle  caapus,  tfwre  they  receive  training  in  full  nix  with  students 
originally  admitted  to  the  central  university. 

taring  the  latter  part  of  the  fourth  year,  students  originally  taking  the  first 
year  In  their  hone  state  satellite  university  then  return  to  their  hone  state  for 
clinical  training  in  whet  are  titled  "Community  Clinical  Units."  These  "CCUV 
are  chosen  by  the  University  of  Washington  both  for  their  capacity  to  provide  high 
quality  clinical  training  and  for  their  location  In  regions  and  areas  which  are 
undtrsarved.   While  working  in  the  "CCU,"  students  are  supervised  by  local  practi- 
tioners -  persons  who  era  given  appropriate  appointments  to  the  faculty  of  the 
central  unlvarsity  by  reason  of  their  qualifications  and  ability  to  teach.  Also, 
while  In  the  "CCU,*  students  are  given  opportunity  to  prepare  for  and  take  licens- 
ing examinations  In  their  home  state. 

The  WAM  Program  In  the  School  of  Medicine  has  been  operational  and  funded  by  the 
participating  states  for  several  years     It  has  assured  applicants  from  states 
without  medical  schools  opportunity  for  aomisslon  to  medical  education.  Students 
taking  the  sequence  outlined  above  are  returning  to  their  home  states  to  practice 
In  primary  care,  family  medicine,  and  specialties  required  by  the  home  state.  States 
without  medical  schools  are  able  to  maintain  replacement  levels  of  needed  manpower, 
'nd  they  are  able  to  do  this  by  using  their  already  high  quality  non -medical -school 
higher  education  systems  to  provide  a  portion  of  medical  professional  training, 
thus  foregoing  need  to  construct  costly  new  medical  education  facilities.  Further- 
more, the  University  of  Washington  School  of  Hedlclne  Is  able  to  maintain  the  crit- 
ical   mass  of  students  necessary  for  high  quality  education  without  pumping  all 
of  us  graduates  into  the  State  of  Washington,  a  state  which  Is  near  avaraqe  in 
the  ratio  of  physicians  to  population. 

The  ROEP  program  Is  currently  under  development  In  the  states  of  Utah  and  Idaho. 
A  total  of  27  students  will  have  been  admitted  by  the  fall  of  1981.    To  date,  it 
has  established  that  both  didactic  and  clinical  dental  education  can  be  provided  on 
*  remote  site  basis.    Educators  In  participating  states  evaluate  the  program  posi- 
tively (I.e.,  students  admitted  to  satellite  programs  are  performing  at  least  es 
well  as  students  admitted  to  the  central  university  In  Seattle).   These  educators 
are  prepared  to  recouwend  assumption  of  progran  operating  costs  by  their  respec- 
tive states  upon  termination  of  the  Federal  Contract  (KRA-232-79-0O69)  under 
which  the  progran  Is  being  developed. 
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Hi.  Debra  Turner  -3-  April  14,  1981 

As  so  clearly  Identified  In  the  "Report  to  the  President  and  Congress  on  the  SUtus 
of  Health  Professions  Personnel  In  the  United  States"  (August,  1978),  the  problem 
of  practloner  maldistribution  remains  with  us  even  though  we  have  sufficient  sup- 
plies of  medical  end  denUl  manpower  projected  through  the  middle  1990's.  The 
HAHI-R0EP  model  of  remote  site  didactic  and  clinical  education  provides  a  means 
hereby  the  resources  of  health  professions  education  are  marshalled  to  address 
this  problem. 

Not  only  with  respect  to  maldistribution,  but  also  with  respect  to  the  question  of 
admission  of  citizens  from  states  without  professional  schools*  the  HAM I- ROE P  nodel 
provides  an  answer.   This  1$  an  Important  aspect  because  as  states  with  health  pro- 
fessional schools  find  It  appropriate  to  modify  their  admissions  policies  In  the 
face  of  reduced  manpower  needs  and  fiscal  constraints.  It  Is  most  often  the  citizen 
from  a  state  without  medical  and  dental  schools  which  finds  It  Increasingly  difficult 
to  obtain  admission,  regardless  of  how  well  qualified.    Furthermore,  states  with 
medical  and  dental  education  programs  are  not  especially  interested  In  the  out-of- 
state  student  If  It  means  that  students  will  probably  remain  or  return  to  the  state 
In  which  he/she  was  educated,  rather  than  to  the  state  from  which  admitted  to  school. 

With  present  national  manpower  levels  In  medicine  and  dentistry,  the  nation  does  not 
need  to  invest  In  additional  costly  educational  facilities  and  program  for  the  pre- 
paration of  these  practitioners.    The  WAMI-RDEP  model  of  remote  site  didactic  and 
clinical  training  provides  an  alternative  by  which  manpower  levels  can  be  maintained, 
presently  available  higher  education  resources  In  both  health  sciences  centers  and 
general  systems  of  higher  education  used  efficiently,  and  Issues  of  manpower  location 
addressed.  * 

I  would  be  pleased  to  submit  additional  Information  upon  revest. 

Sincerely  yoursv'y^' 

/  Medical  So/lologis't 
/    Associate/Professor,  Community  Dentistry 
'      Lecturer,  Department  of  Sociology 

US/Jn 

cc:    Robert  C.  Canfleld,  O.O.S. 
G.  Lynn  Powell ,  O.O.S. 
David  Sundwald,  M.O. 
Olane  Rowland 
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April  14,  1981 


Dr.  Robert  Graham  * 
Acting  Director 

Health  Resources  Administration 
3700  East  West  Highway 
Hyattsville,  MD  20782 

Dear  Bob: 

Hava  HHS  and  HRA  become  the  refugee  camp  for  defectors 
from  the  "other"  branch?    I  hope  the  manpower  legislation  has 
a  better  fate  than  the  NIH  bill  you  and  the  Secretary  worked  on. 

In  reviewing  the  testimony  of  Charlie  Miller,  before  the 
Senate  Labor  and  Human  Resources  Committee  on  April  8,  I  noted 
that  the  Administration  supports  making  Health  Education 
Assistance  Loans  (HEAL)  available  to  nursing  students.  We 
represent  the  Association  of  Nurse  Anesthetists  and  are  interested 
in  that  proposition;  particularly  since  the  anesthetist 
traineeship  program  is  eliminated  in  the  Administration's  bill. 

At  present,  there  are  about  15,000  active,  practicing  nurse 
anesthetists  nationwide.    A  study  by  the  Department  of  Health, 
Education,  and  Welfare  in  1976  forecast  a  supply  need  of  22,000 
to  25,000  nurse  anesthetists  by  1980.    Therefore,  according  to 
this  estimate,  we  presently  have  a  supply  shortage  of  some  7,000 
to  10,000  nurse  anesthetists.    The  number  of  training  programs 
has  been  dropping  also  from  225  only  a  few  years  ago  to  145  now. 

Since  the  'Administration  and  chairman  Hatch  have  proposed 
legislative  elimination  of  the  separate  authorization  for  nurse 
anesthetist  tralneeships,  there  is  likely  to  be  no  authority  for 
traineeship  support.    Anesthetists  currently  are  ineligible  for 
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the  Mors*  Training  Act  loan  program  because.  It  applies  only  to 
studants  in  "schools  of  nursing*  and  anasthatista  train  for  18 
to  24  aonths  in  hospital  program*.    Ha,  therefore,  welcome  tha 
Administration's  initiative  to  extend  tha  HEAL  program  to  nursing 
students,  assuming  nursing  students  included  anesthetists.  The 
Servtae  Contingency  Loan  program  in  the  1980  Senate  bill  included 
nurse  anesthetists. 

Wo  would  propose  that  Section  737  of  the  Public  Health. 
Service  Act,  containing  the  definition  of  "eligible  institution" 
for  purposes  of  student  assistance,  be  amended  to  include  "an 
accredited  program  for  the  training  of  nurse  anesthetists".  Also, 
it  would  be  useful  to  establish  in  statute  or  by  legislative 
history  that  nurse  anesthetist  trainees  are  to  be  conclusively 
deemed  "students"  for  purposes  of  this  program.    We  would  be 
pleased  to  work  with,  you  further  in  drafting  appropriate  technical 
and  conforming  amendments  to  Section  701  (containing  Subchapter 
definitions)  and  Sections  727-739. 

Thanks  for  your  consideration  of  this  issue.    Rave  your  staff 
call  either  me  or  Gordon  Thomas  in  this  firm  if  we  can  be  of  further 
assistance. 


REV/kml 

cc:    Dr.  Dan  Whiteside 

Ms.  Jo  Eleanor  Elliott 

Dr.  Gordon  Vidmer 

Mr.  Charles  Miller 


Richard  E.  Verville 
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Appendix  1: 


Reimbursement,  Physicians'  Incomes, 
and  Physicians'  Specialty  and  Location h 

Decisions 


Several  chapters  in  this  book  have  alluded  to  physicians*  responsive- 
ness to  financial  incentives  as  an  important  determinant  of  the  ultimate 
impact  of  a  number  of  potential  financing  policies:  reimbursement 
reform,  subsidized  loans,  obligated  scholarships,  and  direct  grants  to 
physicians.  This  Appendix  will  summarize  some  of  the  available  evi- 
dence pertinent  to  the  question  of  the  sensitivity  of  physicians'  career 
choices  to  financial  incentives.  Although  the  quantity  of  prior  research 
on  physicians*  career  choices  is  impressive,  most  of  these  earlier  studies 
have  either  ignored  reimbursement  and  physicians*  incomes,  or  relied 
on  indirect  proxies,  such  as  area  per  capita  income  or  population 
growth.1  Unfortunately,  the  few  studies  which  have  attempted  to 

'For  iurvcys  of  this  Hi  era  lure,  see  Jack  Hadley.  Models  of  Physicians*  Specialty  and 
Location  Choices,  Technical  Paper  Series  No.  6.  (Rockville,  Md.:  National  Center  for 
Health  Services  Research,  19.75);  Elliot  Long.  The  Geographic  Distribution  of  Physi- 
cions  in  the  United  States  (Minneapolis.  Minn.:  lnteritudy.  January  1975);  Richard  L. 
Ernst  and  Donald  E.  Yett.  Determinants  of  Physician  Specialty  and  Location  Choices 
(Lot  Angeles:  Human  Resources  Research  Center.  University  of  Southern  California. 
1978). 


t  From  Medical  Education  Financing  Policy  Analyses 
and  Options  for  the  1980* s,  edited  by  Jack  Hadley, 
(New  York:  Prodist,  1980). 
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account  for  the  effects  of  physicians*  incomes  or  fees  tend  to  be 
outdated,  hampered  by  poor  quality  data,  and  not  directly  addressed 
to  current  policy  concerns  about  physician  maldistribution  (too  few 
primary  care  specialists  and  too  few  physicians  in  rural  and  urban 
medically  underserved  areas).  Thus,  inferences  drawn  from  these  stud- 
ies* findings  can  only  be  considered  tentative  at  best. 

With  these  caveats  in  mind,  we  review  three  groups  of  studies: 
analyses  of  physicians*  specialty  choices,  analyses  of  geographic  distri- 
bution as  a  function  of  average  fee  levels,  and  analyses  of  geographic 
distribution  as  a  function  of  physicians*  gross  or  net  incomes.  Included 
in  the  last  set  are  two  studies  of  physician  distribution  in  Canada. 
These  use  more  accurate  data  on  physicians*  payments  and  net  incomes 
than  have  been  available  for  analysis  of  U  S.  distribution.  The  applica- 
bility of  this  body  of  research  is  based  on  the  underlying  premise  that 
increasing  the  reimbursement  rate  for  a  particular  specialty  or  location 
raises  physicians*  incomes.2 

Physicians'  Specialty  Choices 

The  area  which  has  received  the  least  amount  of  prior  research  is  the 
impact  of  income  on  physicians'  specialty  choices.  Two  studies,  by 
Sloan  and  Lee,  were  discussed  in  Chapters  IV  and  V,  and  will  not  be 
discussed  again  here.3  Both  found  that  higher  specialty  income  was 
associated  with  a  greater  number  of  residents  in  that  specialty's  train- 
ing programs.  In  both  cases,  however,  the  magnitude  of  the  estimated 
relationship  was  small.  A  10  percent  increase  in  a  specialty's  income 
would  increase  the  number  of  residents  in  that  specialty  by  between  .4 

21n  general,  physicians'  incomes  could  be  increased  in  two  ways  increasing  prices  paid 
for  physicians'  services  or  granting  lump-sum  payments  (bonuses)  to  physicians  In  both 
cases,  the  increase  in  income  may  lead  to  a  reduction  in  the  numbers  of  hours  worked  by 
physicians  We  ignore  such  effects  in  this  review  For  empirical  evidence  on  this  issue,  see 
Martin  S  Feldstein.  "The  Rising  Price  of  Physicians'  Services."  The  Re\  ie\\  of  Econom- 
ics and  Statistics  52  (May  1970)'  121-33.  Frank  A  Sloan.  "A  Microanalysis  of 
Physicians*  Hours  of  Work  Decisions."  in  The  Economics  of  Health  and  Medual  Care. 
Mark  Perlman.  cd  (London.  MacMillan.  1974).  Stephen  G  Vahovich.  "Physicians' 
Supply  Decisions  by  Specialty."  Industrial  Relations  16  (February  1977)  51-60 
3 Frank  A  Sloan.  "Lifetime  Earnings  and  Physicians'  Choice  of  Specialty."  Industrial 
and  Labor  Relations  Review  24  (October  !970).  47-56.  Robert  Lee.  "Scholarship 
Programs."  Chapter  V  of  this  book 
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and  .5  percent.  A  third  study  investigated  the  probability  ofindividual 
physicians  entering  one  of  nine  alternative  specialties.4  It  found  that 
the  choice  of  internal  medicine  relative  to  general  practice  was  posi- 
tively related  to  the  ratio  of  internists'  incomes  to  general  practitioners' 
incomes.  Income  did  not  have  a  significant  impact  on  choosing  any  of 
the  other  specialties.  However,  these  estimates  are  likely  to  be  biased 
downward  because  the  measure  of  specialists'  incomes  used  probably 
understated  the  conceptually  appropriate  variable,  individual  physi- 
cians' expectations  of  their  earnings  in  alternative  specialties. 


Studies  by  Fuchs  and  Kramer,  Ramaswamy  and  Tokuhata,  and  Cant- 
well  have  investigated  the  relationship  between  cross-sectional  varia- 
tions in  the  number  of  physicians  per  capita  and  some  measure  of  the 
price  of  physicians'  services.5  Although  each  used  a  different  data  set, 
geographic  unit  of  analysis,  and  definition  of  price,  all  three  found  thai 
price  had  a  positive  and  generally  statistically  significant  effect  on  the 
relative  number  of  physicians  in  the  area.  Fuchs  and  Kramer  estimated 
a  multiequation  model  of  the  physicians'  services  sector  using  1966 
data  for  thirty-three  states.  Their  physician  supply  equation  related  the 
number  of  active,  patient  care  physicians  per  100,000  population,  to 
the  average  price  of  a  physician  visit  (measured  in  GP-cquivalents), 
income  per  capita,  hospital  beds  per  1,000  population,  the  number  of 
medical  schools  in  the  state,  and  the  average  number  of  visits  per 
physician.  Because  of  the  high  correlations  among  the  variables,  esti- 

4 Jack  Hadley.  "A  Disaggregated  Model  of  Medical  Specialty  Choice."  in  Research  in 
Health  Economics.  Richard  Scheffler.  ed  (Greenwich.  Conn  :  JAI  Press.  1979). 
5  Victor  R  Fuchs  and  Mama  J  Kramer.  Determinants  of  Expenditures  for  Physicians' 
Services  m  the  United  States  1948-68.  DHEW  Publication  No.  (HSM)  73-3013  (Rock- 
villc.  Md  National  Center  for  Health  Services  Research  and  Development.  December 
1972).  Knshman  Ramaswamy  and  George  K.  Tokuhata.  "Determinants  of  Expenditures 
for  Physicians*  Services  in  Pennsylvania.**  paper  presented  at  the  Joint  Statistical 
Meetings  of  the  American  Statistical  Association,  the  Biometric  Societ>  and  the  Institute 
of  Mathematical  Statistics.  Atlanta*  Georgia.  August  28.  1975.  James  R.  Cantwell. 
"Implications  of  Reimbursemtnt  Policies  for  the  Location  of  Physicians.**  Agruultural 
Economics  Research  31  (April  1979)  25-35. 
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mates  of  the  quantitative  effect  of  price  on  supply  were  sensitive  to  the 
specific  set  of  variables  included  in  the  equation.  Elasticities  (the 
percentage  change  in  physician  supply  for  a  !  percent  change  in  price) 
ranged  from  .419  to  1.144,  with  three  of  the  six  reported  values 
significantly  different  from  zero.  Although  these  findings  are  consistent 
with  prior  expectations,  the  results  are  suspect  because  of  the  very  poor 
quality  of  the  underlying  data.6 

Ramaswamy  and  Tokuhata  estimated  a  model  identical  to  Fuchs' 
and  Kramer's,  but  with  a  very  different  and  much  more  precise  data 
file.  A  random  sample  of  658  self-employed  physicians  was  drawn  from 
Pennsylvania  Blue  Shield's  claims  files  for  1972.  Data  on  the  sample 
physicians*  prices  charged  and  quantities  of  services  provided  were 
aggregated  to  the  county  level  to  form  a  cross-sectional  data  file  with 
sixty  observations.  Average  price  was  defined  as  a  weighted  index  of 
fees  charged  for  specific  procedures.  Although  their  results  show  the 
same  sensitivity  as  the  Fuchs  and  Kramer  findings,  their  elasticity 
estimates  were  always  positive  and  significantly  different  from  zero, 
with  values  ranging  from  2.47  to  6.20. 

These  values  are  considerably  higher  than  those  reported  by  Fuchs 
and  Kramer.  However,  this  is  due  in  part  to  an  important  difference  in 
the  definition  of  the  unit  of  output.  The  two  sets  of  estimates  can  be 
made  comparable  by  assuming  that  the  Ramaswamy  and  Tokuhata 
output  measure,  the  weighted  physician's  service,  is  equivalent  to  3.29 
GP  visits,  the  output  measure  used  by  Fuchs  and  Kramer.  (The 
conversion  factor  is  simply  the  ratio  of  the  average  prices  in  the  Uvo 
studies,  expressed  in  1967  dollars.)  Applying  this  transformation  re- 
sults in  elasticities  ranging  from  .75'to  1 .884.  still  iarger  than  the  Fuchs 
and  Kramer  estimates,  but  nevertheless  remarkably  similar  given  the 
differences  in  the  underlying  data. 

Cantwell  used  data  from  the  American  Medical  Association's  1975 
Periodic  Survey  of  Physicians  to  construct  two  cross-sectional  data 
files  consisting  of  261  standard  metropolitan  statistical  areas  (SMSAs) 
and  fifty  non-SMSA  areas.  (Non-SMSA  counties  within  each  state 

•Sec  Fuchs  and  Kramer.  Determinants  of  Expenditure*,  pp.  27-29.  for  details  on  the 
construction  of  their  variables  Both  the  quantity  of  services  per  phxsician  and  average 
price  per  service  had  to  be  estimated  by  indirect  methods 
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were  aggregated  to  form  each  observation.)  His  dependent  variable 
was  the  number  of  nonfederal  patient  care  physicians  in  the  SMSA  or 
nonmetropolitan  area.  Price  was  represented  by  the  average  fee  for  a 
follow-up  office  visit.  Other  variables  in  the  equation  included  popula- 
tion, mean  physician  visits  per  capita,  hospital  beds,  a  measure  of 
physicians'  gross  billings  in  equilibrium,  an  index  of  the  quality  of  life 
in  the  area,  and  the  number  of  graduates  of  local  medical  schools  in  the 
area.  Although  the  choice  of  estimation  method  is  subject  to  question,7 
the  price  variable  still  has  the  expected  sign  in  both  the  SMSA  and 
non-SMSA  equations  and  is  statistically  significant  in  each  specifica- 
tion. The  estimated  elasticities  were  quite  similar  for  both  types  of 
geographic  areas.  Their  values  ranged  from  .43  to  .52  for  SMSAs  and 
from  .43  to  .55  for  rural  areas. 

Physicians*  Incomes  and  Geographic  Distribution 

A  second  approach  to  investigating  the  geographic  distribution  of 
physicians  is  to  analyze  the  relationship  between  the  number  of  physi- 
cians in  an  area  and  some  measure  of  physicians*  incomes/  If  the 

7  Both  price  and  gross  billings  arc  probably  simultaneously  determined  with  the  number 
of  physicians  This  implies  that  use  of  ordinary  least  squares  regression  analysis  would 
result  in  coefficient  estimates  biased  toward  zero. 

•There  are  also  three  studies  which  investigate  the  probability  of  making  a  particular 
type  of  location  choice  These  will  be  only  briefly  mentioned  Sere  because  their  depen- 
dent variables  cannot  be  easily  translated  into  actual  physician  supply  in  an  area 

Brown  found  a  positive,  statistically  significant,  but  quantitatively  small  impact  of 
physicians*  earnings  on  the  probability  of  choosing  a  nonmetropolitan  practice  location 
in  Nova  Scotia. 

Yett  and  SlCsin  investigated  the  probability  of  a  state's  retaining  physicians  who  had 
had  some  prior  medical  educational  contact  or  were  born  there  Their  sample  consisted 
of  physicians  who  were  in  training  or  in  the  military  in  1965  but  in  practice  in  1966.  They 
found  that  physicians'  net  incomes  in  the  state  (as  reported  in  the  American  Medical 
Association's  Periodic  Survey)  had  a  negative  and  in  two  cases  siatistically  signifi- 
cant impact  on  the  overall  retention  probabilities  for  both  specialists  and  general 
practitioners  ' 

Finally,  Hadley  investigated  the  probability  of  an  individual  physician  practicing  in  a 
particular  state,  given  different  combinations  of  prior  contact  with  that  state  He  did  not 
find  physicians*  income  in  the  state  to  have  a  statistically  significant  effect  on  any  of  the 
location  probabilities. 
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number  of  services  or  units  of  output  produced  by  a  physician  is  not 
very  sensitive  to  small  changes  in  price  (reimbursement),  then  a  change 
in  the  reimbursement  rate,  say  a  10  percent  increase,  is  equivalent  to 
increasing  income  by  the  same  amount.  If,  on  the  other  hand,  an 
increase  in  reimbursement  either  stimulates  additional  production  or 
induces  physicians  to  take  mor*  leisure  time,  then  the  change  in  income 
will  be  either  larger  or  smaller  than  the  change  in  the  reimbursement. 
Unfortunately,  evidence  on  this  issue  is  ambiguous,9  Therefore,  in 
order  to  facilitate  comparisons  across  studies,  we  shall  assume  that 
physicians*  incomes  can  be  altered  by  changing  reimbursement  rates  by 
an-  equivalent  amount. 

Five  studies,  three  using  U.S.  data  and  two  using  Canadian  d£a, 
have  investigated  the  impact  of  physicians'  incomes  on  physician 
distribution.10  Sloan,  and  Harrison  and  Jud,  investigated  interstate 
distribution  in  1960  and  1967-68,  respectively, 11  Held  studied  the 
migration  behavior  of  physicians  who  graduated  from  medical  school 
between  1955  and  1965. ,?  Hadley  and  Berry  et  al.  analyzed  physician 

For  details,  see  Murry  G.  Brown,  "Analysis  of  Physicians'  Practice  Location  Deci- 
sions in  Nova  Scotia,"  paper  presented  at  the  ORSA/TIMS  meetings,  Las  Vegas, 
Nevada.  November  18,  1975,  Donald  E  Yeti  and  Frank  A  Sloan.  "Migration  Patterns 
of  Recent  Medical  School  Graduates,"  Inqmry  II  (June  1974)  125-42,  and  Hadley, 
Models  of  Physicians'  Specialty  and  Location  Decisions.  1975 
♦Feldstein.  "Rising  Price  of  Physicians'  Services",  Vahovich,  "Physicians'  Supply  Deci- 
sions". Frank  A.  Sloan  and  Bruce  Sieinwald.  "Analysis  of  Physictan  Price  and  Output 
Decisions."  OHEW  Publication  No  (HRA)  77-3171  (Hyattsville,  Md  National  Center 
for  Health  ^ vices  Research,  Research  Digest  Series,  August  1977).  Robert  Lee  and 
Jack  Ha<*;i*>  "Supplying  Physicians'  Services  to  Public  Medical  Care  Programs,"  Urban 
Institute  Woiicing  Paper  No  1145-17  (Washington,  D  C  The  Urban  Institute,  April 
1979). 

WA  fifth  study  by  Benham.  Maun.i.  and  Reder  also  euimated  a  physician  distribution 
equation.  However,  it  used  data  for  1950  See  L  Bennam.A  Maurizi,  and  M  W  Reder, 
"Migration,  Location  and  Remuneration  of  Medica!  Personnel  Physicians  and  Den- 
tists," Review  of  Economics  and  Statistics  50  (August  1968)  332-47. 
"Frank  A.  Sloan,  "Economic  Models  of  Physician  Supply,"  (Ph  D  dissertation,  De 
partment  of  Economics.  Harvard  University.  ?%8).  Jeffrey  L  Harrison  and  G  Donald 
Jud.  "A  Regional  Analysis  of  Physician  Availability."  paper  presented  at  the  Southern 
Economic  Association  Meetings.  Houston,  Texas.  November  8.  1973 
"Philip  J.  Held,  "The  Migration  of  1955-65  Graduates  of  American  Medical  Schools," 
(Ph  D  dissertation.  Department  of  Economics.  University  of  California.  Berkeley, 
1972) 
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distribution  in  Canada. ,J  Hadley's  study  is  unique  in  that  it  pooled 
provincial  data  spanning  a  nineteen-year  period,  1958-76.  The  Berry  et 
al.  study  also  has  two  unique  features.  First,  it  examined  physicians' 
location  choices  within  the  province  of  Quebec  using  sixty-five  medical 
service  areas  as  the  geographic  unit  of  analysis.  Second,  data  on 
individual  physicians*  gross  billings  for  each  of  five  years  were  made 
available  by  Quebec's  provincial  health  insurance  agency. 

Sloan  estimated  <wo  physician  supply  equations  as  part  of  a  multi- 
equation  model  of  the  distribution  of  medical  care  resources.14  The  two 
equations'  dependent  variables  were  the  number  of  active,  nonstudent 
physicians  per  100,000  population  and  the  proportion  of  active,  non- 
student  physicians  who  received  their  M.D.  degrees  between  1945  and 
1954.  The  former  focuses  on  the  physician  stock  and  the  latter  on 
physician  flow  (recent  graduates).  Both  equations  were  estimated  using 
state  data  for  1960.  The  physicians'  mean  net  income  variable  was 
constructed  from  Internal  Revenue  Service  data  on  the  incomes  of 
sole-proprietorship  physicians  in  1960.  Other  variables  in  the  equa- 
tions included  hospital  assets  per  capita,  medical  students  per  100,000 
population,  public  school  expenditures  per  pupil,  the  number  of  medi- 
cal students  from  the  state  per  100,000  population,  a  measure  of  the 
cyclical  sensitivity  of  the  state's  income  level,  the  failure  rate  on  the 
physician-licensure  examination,  and  the  proportion  of  physicians 
working  more  than  forty-nine  weeks. 

The  physician  stock  equation  was  estimated  in  both  static  and 
dynamic  forms.  The  latter  includes  a  variable  measuring  the  value  of 
the  dependent  variable  ten  years  earlier  (1950).  The  dynamic  specifica- 
tion is  based  on  the  assumption  that  it  takes  several  years  for  the 
number  of  physicians  in  a  state  to  fully  adjust  to  a  change  in  physi- 
cians' incomes.  This  equation  generates  both  short-  and  long-run 
estimates  of  the  income  elasticity  of  physician  supply.  Since  ph>sicians' 
income  is  simultaneous!)  determined  with  ph>sicians' supply  in  Sloan's 

"Jack  Hadley.  "Canadian  Evidence  on  the  Income  Elasticity  of  Physician  Supply." 
Urban  Institute  Working  Paper  No  1225-2  (Washington.  DC  The  Urban  Institute. 
October  1978).  Charles  J  Berry  et  al  .  A  Studi  of  the  Responses  of  Canadian  PhiStcians 
to  the  Introduction  of  Universal  Meduol  Care  Insurant  e  The  First  Five  Years  m 
Quebec  (Princeton.  New  Jersey  Mithcmatica  Policy  Research.  February  1978). 
,4Sloan.  "Models  of  Physician  Supply."  chapters  7  and  8 
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model,  structural  equations  were  estimated  using  two-stage  least 
squares  regression  analysis. 

Estimates  of  the  short-run  elasticity  ranged  from  .28  to  ,39, ,J  The 
latter,  which  is  from  an  equation  which  included  the  lagged  dependent 
variable,  was  also  statistically  significant.  The  long-run  elasticity, 
however,  was  considerably  larger,  with  a  value  of  ,98,  This  suggests 
that  a  10  percent  increase  in  physicians'  mean  net  income  in  a  state 
would  eventually  result  in  an  almost  equal  increase  in  the  number  of 
physicians  per  100,000  population. 

The  physician  flow  equation  also  indicated  that  higher  physicians' 
incomes  are  associated  with  a  greater  flow  of  recent  graduates  into  the 
state.16  The  elasticity  of  physicians'  income  in  that  equation  was  ,26, 
Another  variable  associated  with  financial  opportunities,  the  propor- 
tion of  physicians  working  more  than  forty-nine  weeks,  also  had  a 
positive  and  statistically  significant  effect  on  the  number  of  recent 
graduates. 

Held  analyzed  the  location  behavior  of  recent  medical  school 
graduates  by  focusing  on  the  in-  and  out-migration  rates  by  state  for  a 
subsample  of  1955-65  graduates  of  U.S.  medical  schools.  Looking  only 
at  physicians  who  did  not  attend  medical  school  in  the  state  in  which 
they  were  practicing  in  1971,  he  found  that  physicians'  income  (mea- 
sured by  solo  practitioners'  net  profit  in  1966)  had  a  positive  effect  on 
the  rate  of  in-migration.r  However,  the  estimated  coefficient  was 
statistically  significant  only  for  physicians  who  had  residency  training 
in  the  states.  T^e  elasticities  for  these  physicians  were  .94  for  general 
practitioners  and  .88  for  specialists.  For  physicians  who  had  no  prior 
contact  in  their  stale  of  eventual  practice  location,  the  elasticities  were 
only  12  and  .04  for  general  practitioners  and  specialists,  respectively. 
Physicians'  income  had  a  negative,  though  insignificant  effect  in  three 
of  four  out-migration  equations. 

The  model  formulated  by  Harrison  and  Jud  is  conceptual!)  similar 
to  Sloan's,  but  somewhat  more  parsimonious.  Thev  focus  on  on)>  two 
equations  which  explain  phvsicians'  earnings  and  the  number  of  active, 

"Ibid,  p  358 
'♦Ibid,  p  377 

"Held.  "Migraiion  Patterns."  pp  89-92 
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nonfederal  physicians  per  capita.  The  latter  was  assumed  to  depend  on 
physicians*  earnings,  which  were  measured  by  average  net  earnings 
reported  by  sole-proprietorship  physicians*  practices  to  the  Internal 
Revenue  Service,  the  number  of  medical  students  in  the  state,  and  the 
proportion  of  the  population  living  in  metropolitan  areas.  State  data 
for  two  years,  1967  and  1968,  were  pooled  to  form  a  sample  of  sixty- 
seven  observations.  Using  two-stage  least  squares  regression  analysis 
to  estimate  the  model's  parameters,  they  found  that  physicians*  net 
income  had  a  positive  and  statistically  significant  effect  on  the  number 
of  physicians  in  a  state.  The  computed  elasticity  was  I.6S. 

Hadley  analyzed  data  on  physician  distribution  in  Canada  using 
data  for  nine  provinces  over  a  nineteen-year  period,  1958-76.  Because 
of  the  relatively  long  time  series  available  for  each  province,  he  was 
able  to  formulate  a  dynamic  model  in  which  the  number  of  active,  fee 
practice  physicians  per  1,000  population  depends  on  physicians*  mean 
net  income  from  medical  practice,  the  number  of  medical  school 
graduates  in  the  province  three  years  earlier,  and  the  dependent  variable 
lagged  one  year.  The  last  variable  incorporates  the  assumption  that  it 
takes  several  years  for  the  equilibrium  siock  of  physicians  to  adjust  to 
changes  in  net  income  The  source  for  the  income  variable  was  Re- 
venue Canada,  Taxation,  which  had  access  to  physicians'  tax  returns. 
Thus,  the  measurement  of  this  variable  is  probably  more  accurate  than 
in  other  studies  reported  above.  Other  variables  in  the  physicians* 
income  equation  were  per  capita  income  in  the  province,  the  number  of 
short-term  hospital  beds  per  100  population,  and  a  dummy  variable  for 
the  introduction  of  universal,  comprehensive  health  insurance  in  each 
province.1'1 

Using  a  simultaneous  equation  method  to  estimate  a  linear  supply 
function,  Hadley  found  physicians*  net  income  to  enter  with  a  positive 
and  statistically  significant  coefficient  with  a  short-run  elasticity  of  .49. 
The  speed -of  adjustment  parameter  implied  a  full  adjustment  period  of 
6.70  years.  The  long-run  elasticity  was  3.28. 19  These  elasticities  imply 

'•Comprehensive  health  insurance  was  implemented  separate!)  m  each  province  begin 
nmg  uilh  Saskatchewan  in  1962  and  ending  uith  Quebec  and  Prince  Edward  1 1  land  in 


'♦Estimation  of  the  model  in  logarithmic  form  produced  estimates  of  64  for  ihe  short- 
run  elatticit).  3  39  >ear*  for  the  adjustment  period,  and  2  17  for  the  long  run  elaUiat> 
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that  a  one-time  increase  in  all  physicians'  net  incomes  in  the  average 
province  would  cosl  about  $70,000  (in  1976  U.S  dollars)  per  net 
addition  to  the  physician  stock  in  the  first  year.  After  full  adjustment, 
however,  the  cost  drops  to  about  $56,000  per  net  addition  per  year. 

Finally,  Berry  et  al  estimated  a  scries  of  equations  explaining  in- 
and  out-migration  rates  of  physicians  in  Quebec  over  the  years  1971 
through  1975  20  Their  geographic  unit  of  analysis  was  a  medical  service 
area,  which  was  defined  on  the  basis  of  clusters  of  physicians  and 
hospitals  within  the  province.  Physicians'  income  in  the  market  area 
was  measured  by  average  gross  payments  from  the  Quebec  insurance 
agency  to  physicians  in  the  previous  year.  They  found  that  the  net 
migration  rate  for  general  practitioners  was  positively  related  to  gross 
payments  to  general  practitioners  in  the  previous  year.  The  implied 
elasticity  was  quite  high,  with  a  value  of  3.44.  They  also  found  that  new 
general  practitioners  are  more  responsive  than  established  general 
practitioners,  with  elasticities  of  2.l0and  1.67  respectively.  For  special- 
ists, on  the  other  hand,  incom  was  negatively  and  significantly  related 
to  the  net  migration  rate. 

In  interpreting  these  results,  it  is  important  to  emphasize  that 
specialists  in  Quebec  must  be  board <ertified  Consequently  about  half 
of  Quebec's  physicians  are  general  practitioners.  This  differs  signifi- 
cantly from  the  United  States,  where  medical  specialty  statistics  are 
based  on  self-designation  Thus,  a  Quebec  specialist  is  much  more 
likely  to  depend  upon  a  relatively  large  population  and  ready  access  to 
a  hospital  for  the  conduct  of  his  or  her  practice.  This  greater  depen- 
dency on  nonfinancial  factors  may  help  explain  the  unexpected  results 
found  in  the  specialists*  migration  equations. 

What  conclusions  can  be  drawn  from  this  review?  First,  the  litera- 
ture on  physicians*  specialty  choices  and  financial  incentives  is  very 
small  and  characterized  by  extremely  poor  data  Keeping  this  in  mind, 
the  three  studies  reviewed  imply  a  small  positive  or  insignificant  effect 
of  income  on  specialty  choice.  The  literature  on  geographic  distribu- 
tion is  larger,  with  a  total  of  eight  studies  reviewed  In  spite  of  consid- 
erable variation  in  data,  models,  and  estimation  methods,  all  of  the 
studies  found  income  to  have  a  p^itivc  and  generally  statistically 

10 Berry  et  al .  -Responses  of  Canadian  Physicians  "  v 
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significant  impact  on  the  number  of  at  least  some  types  of  physicians  in 
a  geographic  area.  However,  the  magnitude  of  this  relationship,  mea- 
sured by  the  percentage  change  in  the  number  of  physicians  for  a  I 
percent  change  in  income  or  price,  varied  considerably,  from  .06  to 
6-20. 

Table  A!.!  summarizes  these  studies  and  their  findings.  Of  particu- 
lar interest  is  the  estimate  of  the  cost  per  new  physician  per  year  of 
using  financial  incentives  to  attract  physicians  into  an  area.  The 
formula  used  to  compute  this  cost  is  based  on  the  assumption  that  all 
physicians  in  the  area  receive  a  10  percent  increase  in  net  income  and 
that  new  physicians  also  receive  the  higher  average  income.  In  sym- 
bols, this  can  be  represented  by 

Uy-)  (DOCS)  (Y)  +  (1  +-^)(ADOCS)  (>0]/ADOCS, 

percentage  change  in  physicians'  net  incomes 

physicians*  net  incomes 
number  of  physicians 

number  of  new  physicians  attracted  to  area. 
This  expression  can  be  simplified  to 

Y  Ay 

f  +(i  +  Tr)r. 

were  rj  is  the  elasticity  of  the  number  of  physicians  with  respect  to 
physicians'  incomes.  In  effect,  then,  the  cost  per  new  physician  de- 
pends critically  on  the  value  of  rj  as  well  as  on  physicians'  income  levels 
and  the  proposed  change  in  income. 

The  last  column  of  Table  Al  1  shows  this  clearly.  Annual  cost  per 
new  physician  based  on  data  from  studies  which  estimated  elasticities 
greater  than  1.0  ranged  from  about  $56,000  to  593,000  in  1975  dollars. 
Cost  estimates  are  more  than  two  times  larger,  however,  using  the 
elasticities  reported  by  Cantwell  and  Hadley. 

There  is  reason  to  believe,  though,  that  in  general  these  cost 


where  -y — 

y  = 
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TABLE  A1.1     Summary  of  Physician  Distribution  Studies  with 
Physicians*  Income  or  Fee  Variables 


Years  Geographic 
Study  Analywd      Unit  of  Analysis 


I.  Fuchs  and 
Kramer 


1966    33  states 


2.  Ramaswamy  and     1972    60  Pennsylvania 
Tokuhata  counties 


3.  Cantwcll 


4  Sloan 


5  Held 


ERLC 


1974    201  SMSAs 


1974  nonmetropolitan 
counties  of  50 
states 

I960  .  48  states 


I960    48  states 


1971    48  states 


Dependent 
Vtrubk 

active,  patient 
care  physicians 
per  100.000 

private  prac- 
tice phvsicians 
per  100.000 

nonfederal, 
patient  care 
physicians 

nonfederal, 
patient  care 
physicians 

active  non- 
student 
physicians 


active,  non- 
student  physi- 
cians who 
received  MDs 
between  1945- 
1954 

1955-65  MD 
graduates  who 
had  intern 
and/or  residen- 
cy in  state 


Independent 
Variable 

price  of  a  GP 

equivalent 

visit 

weighted 
average  price 
per  service 

price  of  a 
followup 
office  visit 

price  of  a 
followup 
office  visit 

mean  net  income 
of  sole  pro* 
prictor 
physicians 

mean  net  income 
of  solo  pro- 
prietor 
physicians 


mean  net  income 
of  general 
practitioners 
in  1966 


Elasticity 
Estimates 

.42  to  I  14 


Estimated  Co*l  per  New  Phyticim' 
for  a  10  percent  Increase  tn  Income 


Elasticity* 
86 


2  47  to  6  20  3.90 


43  to  52 


.43  to  55 


28  to  39. 
984 


26 


88  (Specialists) 
.94  (CPs) 


46 


.48 


Mem  MDs 
per  100.000 

95.4 


72. 


180 


76 
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Mean  Income 
(current  $) 

3 1. 265 1 


45.43.V 


51.742' 


50.380* 


Cost  per  New 
Physician 
(1975  St) 

117.000 


79.000 


184.000 


174.000 


2 

o 


Ei 1 1 mated  Cost  per  New  Physician' 
for  a  10  percent  Increase  m  Income 


Study 


Yean 
Analyird 

1971 


Geographic 
Uiwt  of  Anal  via 

48  stat-, 


Dependent 
Variable 

1955-65  MD 
graduates  who 
had  no  prior 
contact  in 
state 


Independent 
Variable 


Elan  Kit  y 
Estimates 


Elasticity' 


Mean  MD» 

ptr  100.000 


Mean  Income 
(current  $) 


Cost  per  New 
Phyitcian 
(1975  Sa) 


mean  net  income  .04  (Specialists) 


of  general 
practitioners 
in  1966 


.12  (GPs) 


6.  Harrison  and 

1967- 

1968 

67  states 

active  non- 

mean net  income 

1.65 

1.65 

144' 

35.510' 

93.000 

Jud 

/ 

federal 
physicians 

of  sole  propri- 
etor physicians 

7.  Hadlcy 

1958- 

-76 

9  Canadian 

active,  fee- 

physicians' 

.49 

.49 

108.9s 

48,801s 

70.000 

provinces 

practice 

mean  net 

physicians 

income  in 

3.284 

3.28* 

108.9s 

48.801s 

56,000 

current  year 

8.  Berry  et  al. 

1971- 

1975 

65  medical  market 
areas  in  Quebec 

net  general 
practitioner 
migrants 

mean  gross 
payments  to 
GPs  in  the 
market  area  in 
the  previous 
year 

3.44 

3.44 

42.3" 

40.548* 

56.000'' 

1971- 

•l<>75 

65  medical  market 
areas  in  Quebec 

net  total 
physician 
migrants 

mean  gross 
payments  to 
all  physicians 

1.08 

1  08 

63.1 

44.906* 

9l,00(r 

Notes 


'Cost  per  new  physician  for  a  10  percent  j«>crea»e  >n  physicians*  net  incomes  is  computed  using  the 
following,  formula 


C-  MPY  +  (I  |)MDY- 


[  l(DOCS)MDY  +  (ADOCS)  (MDY)  (I. I)]/ ADOCS 


where  MDY  *  sverage  physictan  income  in  the  irta 
ited  eta 


•  estimated  elasticity 
DOCS  ~  number  of  physicians 
ADOCS  -  Change  in  the  i 


■<  I)  (»»)  (DOCS) 


:  number  of  physicians  ■ 
'Average  of  ctatiiotiei  reported  in  study 

'Computed  by  multiplying  mean  price  by  mean  number  of  services  per  physician  by  65.  the  average  ratio 
of  net  to  gro*s  income  from  data  in  the  ffo/ik  of  M edict I  Frtetvce 
Long-run  elasticity 
'  1976  data,  income  in  US  dollars 

'Gross  payment!  multiplied  by  75.  the  ratio  of  net  to  gross  incomes  in  Quebec  in  197? 
'U  S.  averages.  1969 

General  practitioners  per  100.000.  market  area  average 
'Current  year  Canadian  dollars 
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estimates  may  be  biased  upward.  First,  the  Berry  et  ai.  study  indicated 
that  new  general  practitioners  have  a  higher  elasticity  than  any  other 
category  of  physician.  Second,  the  mean  income  expected  by  new 
physicians  is  likely  to  be  lower  than  the  mean  income  for  all  physicians 
Third,  the  Berry  et  aJ.  and  Hadley  studies  spanned  time  periods  of  rapid 
.ncreases  in  the  stock  of  physicians.  Thus,  their  estimates  may  be  more 
relevant  to  the  projected  situation  in  the  United  States  than  studies 
whjch  used  only  single  period  cross-sect.ons  and/or  data  from  the 
1960s.  These  observations  suggest  that  a  policy  which  is  implemented 
during  a  period  of  expanding  physician  supply  and  which  limits 
financial  incentives  for  locating  in  particular  areas  to  new  physicians  in 
primary  care  specialties  might  be  less  costly  than  indicated  by  Table 
Al.l. 

Perhaps  the  strongest  conclusion  of  this  review  is  that  more  re- 
search with  recent  and  good  quality  data  is  needed.  This  is  especially 
true  for  the  question  of  the  effect  of  incomes  and  fees  on  specialty 
choice  Although  the  geographic  distribution  research  is  consistent 
with  regard  to  its  qualitative  conclus.on,  there  is  considerable  var.at.on 
in  the  exact  magnitude  of  the  income  effect.  As  the  calculations  in 
Table  Al.l  suggest,  the  value  of  this  parameter  is  key  in  estimating  cost 
implications  of  a  financial  incentives  policy. 
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The  National  Health  Service  Corps** 


JACK  HADLEY 


The  National  Health  Service  Corps  (NHSQ  was  established  by  the 
Emergency  Health  Personnel  Act  of  1970  (P.L.  91-623).  Its  purpose 
was  **to  improve  the  delivery  of  health  services  to  persons  living  in 
communities  and  areas  of  the  United  States  where  health  personnel 
and  services  are  inadequate  to  meet  the  needs  of  residents  of  such 
communities  and  areas."1  This  objective  was  reiterated  in  the  Health 
Professions  Educational  Assistance  Act  of  1976  (P.L  94-484),  which 
directed  the  Secretary  of  DHEW  to  use  the  NHSC  "to  improve  the 
delivery  of  health  services  in  health  manpower  shortage  areas."2  In 
spite  of  this  singleness  of  purpose,  there  appears  to  have  been  a  fairly 
major  shift  in  the  government's  perception  of  the  role  of  the  NHSC. 
The  initial  concept  of  the  Corps  was  that  of  a  facilitator  which  helped 
link  physicians  interested  in  practicing  in  underserved  areas  with  needy 


•I  would  like  to  lhank  R. chard  Schulman,  Terry  SmcgclsVy,  Nancy  Dcvlon,  and  Gary 
Wold  of  the  Bureau  of  Health  Manpower  for  making  current  data  available  and 
providing  helpful  comments. 

•U  S  ,  Congress,  Senate,  Emergency  Health  Personnel  Act  of  1970,  Pub  L  91-623, 91st 
Cong  ,  2nd  jess.,  1970,  p.  1, 

2U  S  ,  Congress,  House,  Health  Professions  Educational  Assistance  Act  of  1976.  Pub  L. 
94-484,  94th  Cong,  2nd  sess.,  1976. 
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communities.  Recruitment  was  to  be  primarily  voluntary,  and  the 
Corps*  presence  in  any  particular  community  limited  to  the  transition 
period  needed  for  the  physician  to  become  reasonably  established.  The 
major  emphasis  was  on  bringing  physicians  to  rural  areas.  The  most 
recent  legislation,  on  the  other  hand,  projects  a  NHSC  greatly  ex- 
panded in  size  and  directly  tied  to  obligated  service  scholarships  and 
loans  with  forgiveness  options.  Also  the  Corps'  future  orientation  is 
likely  to  be  more  urban  and  institutional  In  effect,  the  NHSC  now 
appears  to  be  the  primary  policy  instrument  for  direct  intervention  into 
the  physician  distribution  process 

Because  of  the  expanded  role  envisioned  for  the  Corps  and  its 
direct  link  to  major  financing  options  for  undergraduate  medical 
education,  this  Appendix  will  describe  the  NHSC  and  provide  data  on 
some  aspects  of  its  performance.  However,  the  rapid  changes  in  the 
Corps*  nature  and  size  and  its  relative  immaturity  preclude  a  full-scale 
evaluation  at  this  time.  Also,  this  review  will  concentrate  on  physicians 
in  the  NHSC,  even  though  the  Corps  includes  several  other  health 
professions. 

The  Health  Services  Administration,  an  agency  of  DHEW's  Public 
Health  Service,  administers  the  NHSC.  This  entails  assigning  recruits 
to  eligible  communities  and  managing  the  day-to-day  operations  of 
Corps  sites.  Another  Public  Health  Service  agency,  the  Health  Re- 
sources Administration,  has  primary  responsibility  for  two  other  activ- 
ities directly  related  to  the  NHSC  operating  the  scholarship  and  loan 
programs  which  arc  now  the  major  vehicles  for  recruiting  physicians 
into  the  Corps;  and  designating  areas,  populations,  and  institutions 
which  have  health  manpower  shortages  and  therefore  are  eligible  to 
become  Corps  sites. 

Both  the  recruitment  and  the  alignment  processes  are  geared 
toward  increasing  the  odds  that  a  physician  will  remain  to  practice  in  a 
shortage  area,  cither  as  a  voluntary  member  of  the  N  HSC  or  in  private 
practice  Thus,  preference  for  award  of  an  NHSC  scholarship  is  given 
to  applicants  who  plan  to  enter  primary  care  residency  training,  who 
come  fiom  medically  undcrscrved  urban  or  rural  areas,  have  had  work 
experience  in  health  manpower  shortage  areas,  and/or  express  plans  to 
work  in  a  health  manpower  shortage  area  after  completing  the  NHSC 
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service  obligation.3  Financial  need  of  the  applicant  is  not  a  criterion.4 
Assignment  of  physicians  operates  primarily  on  a  cooperative  rather 
than  a  command  basis.  Each  physician  is  permitted,  at  government 
expense,  one  visit  to  a  prospective  site  before  agreeing  to  serve  there. 
The  Corps  also  assists  eligible  communities  in  developing,  organizing, 
and  managing  a  medical  practice  facility  in  order  to  make  them  as 
attractive  as  possible  to  NHSC  physicians.  Thus,  the  Corps  retains 
some  of  the  spirit  of  its  first  years  by  continuing  to  serve  a  broker 
function  between  communities  and  physicians.5 

Scholarships  in  exchange  for  NHSC  service  were  first  authorized 
by  the  Emergency  Health  Personnel  Act  Amendments  of  1972  (P.L. 
92-585).  Each  award  consisted  of  full  tuition  and  fees,  paid  directly  to 
the  student's  medical  school,  plus  $6,750  per  year  paid  to  the  student 
for  living  expenses.  The  scholarship  could  be  renewed  for  up  to  four 
years  of  full-time  attendance  in  a  medical  school.  The  service  obliga- 
tion consisted  of  one  year  of  service  in  the  NHSC  (or  the  Indian  Health 
Service  or  Bureau  of  Medical  Services,  which  are  also  components  of 
Zhe  Public  Health  Service)  for  each  year  of  scholarship  support,  with  a 
minimum  requirement  of  two  years  of  service.  The  beginning  of  the 
service  period  can  be  deferred  for  up  to  three  years  for  internship  and 
residency  training. 

Scholarship  awards  were  made  to  4,710  medical  students  over  the 
five  years  (academic  years  1973-74  through  1977-78)  covered  by  P.L. 
92-585.6  About  $110  million  was  obligated  during  this  period,  with 
about  31  percent  going  to  medical  and  osteopathic  schools  for  tuition 
and  fees.  Table  A2.1  reports  annual  expenditures  and  numbers  of 
students  assisted  each  year  under  this  law  Total  expenditures  in- 
creased more  than  tenfold  over  the  five  years,  from  $3.0  million  in 

3US.  Department  of  Health,  Education,  and  Welfare,  Health  Resources  Administra- 
tion, Bureau  of  Health  Manpower,  National  Health  Service  Corps  Scholarship  Pro- 
gram, Applicant  Information  Bulletins,  1978-79.  (Hyaltsville,  Md    US  Department  of 
Health.  Education,  and  Welfare.  March  1978),  p  8 
*  Ibid 

5 Charles  E  Lewis,  Rashi  Fein,  and  David  Mechanic,  A  Right  to  Health  The  Problem  of 
Access  to  Primary  Medical  dare  (New  York  John  Wiley  &  Sons.  1976).  p  128. 
AL  Mnke  and  C  Zuckeri,  "The  National  Health  Service  Corps,"  U  S  Department  of 
Health,  Education,  and  Welfare,  Office  of  the  Assistant  Secretary  for  Hralth,  June  28, 
1978.  Table  2  (mimeo) 
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TABLE  A2.1     National  Health  Service  Corps  Scholarships, 
1973-74  to  1980-81 


Amount 

Amount 

Tolal  No. 

Amount 

Annual 

Avenge 

Average  Ami 

Average  Amt 

Year 

Authorized 

Appropriated 

of  Awards 

Awarded 

Stipend  Airt 

of  Tuition  Sl 

of  "Other  Ed 

of  Award 

(millions) 

(millions) 

(millions) 

Feet 

Expenses" 

1973-74 

$  3.0» 

$  3.0» 

372 

$  3.0' 

$6,750 

NA2 

NA 

NA2 

1974-75 

40.0 

22.5 

2.457 

22.5 

6,750 

$2,407 

NA 

$  9.157 

1975-76 

40.0 

22.5 

2,336 

22.5 

6,750 

2.882 

NA 

9,632 

1976-77 

22.5 

2,26? 

22.5 

6,750 

3,175 

NA 

9,925 

1977-78 

40.0 

40.0 

3.570 

36.6 

6.750 

4,342 

NA 

11.092 

1978-795 

75.0 

60.0 

5.252 

59.5 

5.148 

5.253 

$  931 

11.332 

1979-80 

140.0 

75.0 

6.195* 

74.2 

5.436* 

5.561* 

987* 

11.984* 

1980-81 

200.0 

79.5* 

6.195* 

78.7* 

5.736* 

5,921* 

1.046* 

12,703* 

s 


Source  U  S  .  Department  of  Health.  Education,  and  Welfare.  Bureau  of  Health  Manpower.  Health  Resources 
Administration.  Division  of  Manpower  Training  Support  Unpublished  data 

Notes  'Authorised  under  Emergency  Health  Personnel  Act  Amendments  of  1972  (HSA) 

>A  Statement  of  avenge  cost  of  awards  for  FY  197a  would  be  misleading  in  that  scholarships  were 
awarded  for  only  a  partial  war 

'The  figures  for  FY  1974-1977  pertain  to  the  PHS/NHSC  Scholarship  program  (Sec  225.  PHS  Act) 
Those  for  FY  I97S-I9S0  pertain  to  the  NHSC  Scholarship  Program  (Sec  751.  PHS  Act) 
'Estimated 
NA=Nol  Available 
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1973-74  to  $36.6  million  in  1977-78.  Some  of  this  growth  was  due  to 
the  increase  in  the  average  value  of  a  NHSC  scholarship,  to  almost 
$11,100  in  1977-78.  However,  the  bigger  share  of  the  increase  is 
attributable  to  the  growth  in  the  number  of  awards  made  each  year. 
Data  for  1977-78,  the  first  year  covered  by  the  1976  Act,  illustrate  the 
dramatic  growth  intended  for  the  NHSC.  The  number  of  awards 
increased  by  32  percent  and  total  amount  awarded  jumped  by  over  60 
percent. 

As  of  June  1978,  2,867  of  the  medical  students  who  received 
scholarships  were  still  in  school  and  1,416  in  deferred  status.7  More 
than  80  percent  of  those  in  residency  training  were  in  the  three  primary 
care  specialties  of  family  practice,  internal  medicine,  and  pediatrics.8 
Thus,  almost  92  percent  have  yet  to  fulfill  their  service  obligation  Of 
the  remainder,  169  are  on  active  duty,  73  have  completed  their  service, 
and  133  chose  financial  repayment.9  (This  last  figure  appears  to  ex- 
clude 4  deaths  and  43  students  who  failed  to  complete  medical  school ) 

Although  the  number  of  students  not  fulfilling  their  service  obliga- 
tions is  small  relative  to  the  total  number  of  students  receiving  scholar- 
ships, it  represents  more  than  30  percent  of  students  not  still  in  medical 
school  or  graduate  training.  Table  A2.2  breaks  down  monetary  repay- 
ment cases  by  reason.  Under  the  terms  of  the  scholarship  program, 
those  who  complete  their  degree  but  refuse  to  serve  their  obligation  are 
required  to  repay  the  full  amount  paid  to  them  and  on  their  behalf 
within  three  years  of  default  at  the  maximum  interest  rate  allowed  in 
the  District  of  Columbia  (currently  8  percent).  As  noted  in  Chapter  V, 
this  effectively  converts  the  scholarship  into  a  loan.  The  principal 
amount  depends  on  the  number  of  years  an  award  was  made  plus 
tuition  at  the  student's  medical  school.  If  we  assume  an  average  annual 
tuition  of  $3,000  during  the  period  covered,  then  the  maximum  repay- 
ment would  be  $39,000  plus  interest.  The  average  monetary  repay- 
ment, however,  may  be  considerably  smaller,  which  makes  default  an 
attractive  option  for  physicians  who  face  financially  rewarding 
alternatives. 

Mbid. 

Mbid  .  Tabic  3. 
Mbid..  Tabic  2. 
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TABLE  A2.2     Summary  of  Medical  Default  Cases  as  of 
April,  1971 
?HS  Scholarship  Program 

Reason  for  Default  Number  of  Default* 

Personal  or  Family  Problem1  21 

Deferment  Unacceptable  27 

Assignment  Unacceptable  10 

Program  Policies  Unacceptable  12 

Change  in  Career  Goab  15 

Other  14 

Unknown  34 

Sub-Total  133 


Withdrew  from  Medical  School  20 
Dismissed  from  Medical  School  23 

Grand  Total  176 

Source-  U  S  .  Department  of  Health.  Education,  and  Welfare,  Health  Ret 
Admim»tratK>n.  Bureau  of  Health  Manpower,  unpublished  data 

Note  'Include*  12  waivers  for  personal  hardship  or  disability 


Not  surprisingly,  NHSC  scholarships  were  most  attractive  to  stu- 
dents at  private  universities.  Table  A2.3  lists  the  ten  schools  of  medi- 
cine and  osteopathy  which  received  the  largest  number  of  awards 
between  1973-74  and  1977-78.  Two  of  the  top  three  medical  schools 
have  predominantly  nonwhite  student  bodies.  The  other  six  medical 
schools  charged  relatively  high  tuitions,  thus  increasing  the  value  of  the 
NHSC  scholaiship.  In  1976-77,  average  tuition  and  fees  per  medical 
student  at  all  medical  schools  was  $3,295. '°  Excepting  Howard  and 
Meharry,  tuition  ranged  from  $4,000  to  $7,000  for  that  year  in  the 
other  medical  schools  listed  in  T^ble  A2.3.  These  ten  schools  ac- 
counted for  almost  twenty-five  percent  of  the  total  awards  made.  At 
the  same  time,  thirteen  schools  had  fewer  than  ten  NHSC  scholarship 
awards  over  the  five  years.  Among  the  apparent  reasons  for  these  low 
participation  rates  are  a  strong  nonprimary  care  orientation,  low 
tuition  rates  (particularly  at  public  medical  schools),  and  generous 
state  financial  aid  to  students. 

The  Health  Professions  Educational  Assistance  Act  of  1976  ex- 
panded the  scope  of  the  NHSC  injwo  ways.  First,  the  criteria  for 

•o-Medica!  Education  in  the  United  States,-  Journal  of  the  American  Medical  Associa- 
tion 240  (December  22-29,  1978),  pp.  2822,  2829. 
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TABLE  A2.3     Ten  Medical  and  Osteopathic  Schools  Receiving 
the  Greatest  Number  of  NHSC  Scholarship  Awards, 
1973-74  to  1977-78 


School 

Meharry  Medical  College  School  of  Medicine 
Georgetown  University  School  of  Medicine 
Kansas  City  College  of  Osteopathic  Medicine 
Howard  University  School  of  Medicine 
Loma  Linda  University  School  of  Medicine 
George  Washington  University  School  of  Medicine 
Medical  College  of  Thomas  Jefferson  University 
College  of  Osteopathic  Medicine  and  Surgery 
Temple  University  School  of  Medicine 
Tufts  University  School  of  Medicine 

Source:  U  S  .  Department  of  Health,  Education,  and  Welfare.  Hcahh  Services  Administration.  National  Health 
Service  corps.  "First  Annual  Report  to  the  Congress".  Tuition  figures  were  obtained  from  the  schoob 

Notes*  'First-year  students  only 

'In-state  residents'  tuition  was  $2,000 


Slate  or  District 

Total  Awards 
(I97J-77) 

Tuition 
1976-77  (S) 

Tennessee 

198 

2.750 

District  of  Columbia 

189 

6.800 

Missouri 

170 

District  of  Columbia 

134 

2.078 

California 

131 

6.000 

District  of  Columbia 

127 

7.000' 

Pennsylvania 

105 

4.000 

Iowa 

102 

Pennsylvania 

99 

4.000* 

Massachusetts 

89 

4.360 

s 

to 
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designating  health  manpower  shortage  areas  were  expanded  to  cover 
needy  populations  within  otherwise  adequately  served  counties;  and 
institutions  such  as  hospitals,  state  mental  institutions,  community 
health  centers,  and  prisons.  In  addition,  designation  takes  into  account 
not  only  the  ratio  of  physicians  to  population,  but  also  health  indica- 
tors such  as  infant  and  maternal  mortality,  access  to  health  services, 
and  the  number  of  foreign  medical  graduates  practicing  in  the  area.  As 
a  result,  the  number  of  designated  areas  has  more  than  doubled,  from 
1,100  in  1975  to  about  2,800  in  1979."  More  importantly,  this  change 
will  permit  a  much  greater  penetration  of  the  Corps  into  urban  areas. 

Second,  authorized  appropriations  for  NHSC  scholarships  have 
been  increased  dramatically.  For  fiscal  year  1977,  the  last  year  covered 
by  prior  legislation,  $40  million  was  appropriated  for  scholarship 
support  Under  the  new  legislation,  NHSC  scholarship  appropriations 
are  increased  to  $60,  $75,  and  $79.5  million  for  fiscal  years  1978 
through  1980.  DHEW  estimates  of  the  number  of  scholarships 
awarded  to  medical  students  for  these  years  are  4,!  18,  9,542,  and 
13,292  at  an  average  annual  cost  per  award  of  $1 1.000.12  In  1977-78, 
1,593  awards  were  made.13  Because  of  deferments  for  medical  educa- 
tion and  residency  training,  current  awards  will  not  have  a  major 
impact  on  actual  NHSC  field  strength  for  several  years. 

There  were  about  1,000  physicians  assigned  to  NHSC  sites  in  1978 
and  1979."  DHEW  has  estimated  that  if  the  NHSC  is  to  be  the 
primary  vehicle  for  meeting  critical  health  manpower  shortage  area 
needs  by  1990,  approximately  5,000  physician  assignees  would 
be  required  each  year.15  Although  this  represents  almost  a  fivefold 
increase  over  current  size,  the  NHSC  would  still  absorb  no  more  than  a 
small  fraction  of  the  total  stock  of  patient  care  physicians  in  the  United 
States  If  half  of  the  NHSC  physicians  complete  their  obligations  and 

'■Miikc  and  Zuckcrt,  "National  Health  Service  Corps."  Table  I 
"Ibid  .  Table  7 
"Ibid  .  Table  6 
u!b.d..  Table  9. 

,SU  S  .  Department  of  Health.  Education,  and  Welfare.  "Uvcis  of  Support  for  National 
Health  Service  Corps  (NHSC)  and  NHSC  Scholarship  Programs."  memorandum  to 
Assistant  Secretar)  for  Health  from  the  Administrators.  Health  Services  and  Health 
Resources  Administrations.  March  1978 
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drop  out  of  the  program  in  any  given  year,  then  NHSC  obligations  will 
be  required  from  about  15  percent  of  future  medical  school  classes  in 
order  to  maintain  staffing. 

A  third  significant  change  incorporated  into  the  1976  law  affects  the 
penalty  for  defaulting  on  a  service  obligation.  The  financial  penalty 
was  increased  to  three  times  the  amount  of  scholarship  award  plus 
interest  at  the  maximum  prevailing  rate  (currently  I3J4  percent).  The 
payback  period  was  also  shortened  from  three  years  to  one  year.  Since 
the  average  award  is  about  $1 1 ,000  per  year  for  two  or  more  years,  this 
increases  the  monetary  cost  of  default  to  about  $7G,000  which  would 
have  to  be  paid  in  one  year.  Although  there  has  not  been  any  experi- 
ence yet  under  the  new  default  provisions,  this  would  appear  to  be  a 
significantly  greater  deterrent  than  was  in  effect  under  the  previous 
legislation. 

In  spite  of  the  major  role  projected  for  the  NHSC,  there  has  been 
relatively  little  experience  with  actually  operating  practice  sites  staffed 
by  scholarship  obligees.  Because  of  deferments  for  medical  education 
and  the  Corps*  very  modest  funding  in  its  first  years,  the  numbei  of 
staffed  sites  in  operation  in  1978  was  668,  less  than  15  percent  of  the 
total  number  of  sites  projected  for  !983.  Furthermore,  these  sites 
tended  to  be  predominant!)  rural  and  organized  along  the  lines  of  a 
traditional  fee-for-service  practice  with  one  or  two  physicians.  By 
contrast,  DHEW  anticipates  that  in  1983  almost  80  percent  of  Corps 
assignees  will  be  placed  in  some  type  of  institutional  setting,  with  about 
35  percent  located  in  urban  areas.  Thus  past  data  may  not  be  very 
reliable  for  assessing  future  performance  of  NHSC  sites. 

With  this  caveat  in  mind.  Table  A2.4  reports  various  data  on  Corps 
sites  for  the  years  1975  through  1978.  Cost  per  encounter  appears  to  be 
relatively  comparable  to  fees  charged  by  private  practitioners  in  non- 
metropolitan  counties  According  to  an  American  Medica*  Associa- 
tion survey,  the  average  fee  for  an  initial  office  visit  wa*  $16.90  in 
1976. 16  These  data  are  not  adjusted  for  physicians*  medical  specialty  or 
age.  Table  A2  5,  from  a  recent  study  of  the  Corps,  compares  cost  per 
medical  encounter  in  the  Corps  and  several  other  types  of  practice 
settings.  These  data  suggest  that  NHSC  sites  are  more  expensive  than 

'•John  C  GafTney.  ed  .  Profile  of  M^ducl  Pracice.  1978  (Chicago  American  Medical 
Association.  1978).  p  217. 
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private,  solo  practice  physicians.  However,  the  Corps  practices  com- 
pare favorably  to  several  other  types  of  ambulatory  care  delivery 
settings. 

TABLE  A2.4     Vinous  National  Hcilth  Service  Corpi  Data,  1975  to  197$ 


1973 

1976 

1977 

I97S 

1. 

Population  Served  (000s) 

398 

492 

566 

726 

I. 

Sites  Staffed  (One  or  More 
Assignee*) 

248 

331 

398 

668 

3. 

Number  of  Assignees 
Physicians 
Dentists 
Other 

488 
313 
74 
101 

596 
395 
95 
106 

690 
465 
106 
119 

1289 
694 
210 
385 

4. 

Retention  Rate  (Physicians)' 

30% 

38% 

47% 

48% 

5. 

Authorizations  (000s) 

$16,000 

30.000 

34.000 

47.000 

6. 

Appropriations  (000s) 

$20,180' 

15,000 

25.354 

?9,696> 

7. 

Patient  Fees  Collected  (000s) 
and  Returned  to  the  Treasury 

2,010 

4,267 

4,520 

1.626 

8. 

Cost  per  Encounter 

$15 

$16 

$17 

9 

Average  Cost  per  Field 
Assignee 

$31,000 

32,700 

36.000 

42.000 

WC*  daia  '  Dcpaf1,tKnl  °*  Hcahb-  Education,  and  Welfare.  Health  Services  Administration  Lnpublithed 

Note*   'Includes  assignee*  eligible  to  leave  NHSC  who  voluntarily  citcnd  theu  lour*  for  at  lean  one  more  year 
and  those  »ho  terminaie  their  service  to  establish  private  practice  m  shortage  areas 
'Include*  $5  million  re  programmed  in  1973  for  obligation  tn  1576 
'Euludet  S2  million  '(programmed  to  CHO 

TABLE  A2.5     Estimates  of  Cost  Showing  Relative  Rank  of  Providers 
by  Functional  Cost  Per  Ambulatory  Medical  Encounter1 

Weighted  Mean  Proponior  of  Cos. 

m  Functional  Co*t  Per  Contributed  Directly  by 

T*P«  •*  Provider  Medical  Encounter*  Federal  Oram  (1974.%) 

1  Voluntary  Hospital  Outpatient  $25  46  0 

Clin.cs  and  Emergency  Rooms 

2  Prepaid  Private  Croup  Practice  Plans  25  23  0 

3  Rural  Health  Initiative  Practices  22  90  48 

4  Comprehenstvr  Health  Centers  22  00  77 

5  National  Health  Service  Corps  Practices  21  70  42J 

6  Migrant  Health  Care  Projects  20  13  92 

7  Private  Physician  Group  Practices  2006  0 

8  Private  Physician  Solo  Practices             '15  43  0 

Source  Hcaton.  el  at    Comp*'*tivt  Cast  vut  Fremiti  AnoUtu  of  Ambuteiof%  Cm  hondttt 

Notet  1  ,*he  ranking  »  superhcial  m  that  the  completeness  and  awaitabilit)  of  the  data  and  the  judgmental 
nature  of  the  wimples  permit  onl)  estimate*  of  the  true  cost  in  nvni  case* 

»AH  data  are  adjusted  to  calendar  >ear  1976  leveK  »  vere  required  u«ing  the  appiopriaie  medical 
component  ot  the  CPI  Adjusting  to  FY  1977  or  FY  I9't  levels  doe*  not  apprecubl)  affect  relative 
position*  in  the  ranking  v 

•The  Costs  reeovered  from  other  sources  refer  to  the  billed  amount  rather  than  actual  receipt 
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Annual  data  on  productivity  arc  not  available.  However,  Table 
A2.6  reports  the  findings  of  a  study  of  thirty  NHSC  sites  conducted  in 
1975.  Productivity  is  measured  as  encounters  per  physician  or  physi- 
cian-hour. The  results  indicate  that  higher  productivity  is  associated 
with  the  presence  of  a  physician  extender,  the  degree  of  the  site's 
financial  self-sufficiency,  and  the  site's  initial  staffing  year.  The  average 
numbers  of  encounters  per  physician  and  per  physician-hour  over  all 
sites  in  the  sample  were  4,664  and  2.4.  For  the  most  self-supporting 
sites,  the  figures  were  7,092  and  3.3. 

TABLE  A2.6     Physician  Encounters  Per  Phjsician  and  Physician  Encounters  Per 
Physician-Hour,  by  Selected  Cohorts,  FY  1976 
(Major  CrosS'Sectional  Analysis) 


Productivity 
Meisure 

Sample 
Sues 

Self  Support 
Ritto  Categories' 

Initial  SlifTing 

Ycir 

/ 

2 

3 

1972 

1973 

1974 

197S 

1976 

Physician  Encounters/ 

4664 

7092 

4568 

3524 

6144 

5164 

5140 

3912 

2804 

Physicians 
(All  Sites) 

(130) 

(30) 

(52) 

(48) 

(25) 

(11) 

(27) 

(64) 

(2) 

Physician  Encounters/ 

4428 

6420 

4048 

3440 

5544 

5780 

5392 

3792 

2804 

Physician 

(Sites  with  no  P  E  s) 

(94) 

(23) 

(40) 

(31) 

(12) 

(6) 

(18) 

(56) 

(2) 

Physician  Encounters/ 

5272 

9304 

6296 

2888 

6700 

4420 

4644 

4772 

Physician 

(Sites  with  P  E.s) 

(36) 

(7) 

(12) 

(17) 

(13) 

(5) 

(9) 

(8) 

Physician  Encounters/ 

24 

3  3 

2.3 

1.8 

30 

28 

2  6 

2  0 

2.1 

Physician-Hour 
(All  Sites) 

(130) 

(30) 

(52) 

(48) 

(25) 

(11) 

(27) 

(64) 

(2) 

Physician  Encounters/ 

26 

5.2 

29 

1.4 

33 

2.6 

2  8 

1  1 

Physician-Hour 
(Sites  with  P.  E.s) 

(36) 

(7) 

(12) 

(17) 

(13) 

(5) 

(9) 

(8) 

Physician  Encounters/ 

22 

28 

2  1 

2.0 

27 

2.9 

24 

20 

20 

Physician-Hour 
(Sites  with  no  P  E.s) 

(94) 

(23) 

(40) 

(3D 

(12) 

(6) 

(18) 

(56) 

(2) 

Source    Heiton.  el  il .  Compatait** 

Cost  and  fmanttal  Analytil 

of  Ambu 

alOty  Caif 

Frovidfri  Tible 

12. 

P  73 

Note  'Self  *upport  ntioi  meatuie  the  felition  between  the  lotil  revenuei  from  ill  lource*  ind  totil  com 
experienced  11  utci  it  i  given  un*  Citegory  I  met  ire  the  moil  »elf  lupporting  diminuhing  to 
category  3 


Again  using  American  Medical  Association  data  for  comparison, 
unadjusted  figures  for  the  numbers  of  patient  visits  per  physician  and 
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per  physician-hour  in  nonmetropolitan  counties  in  1975  were  7,975 and 
3.37. 17  These  are  roughly  70  and  40  percent  higher  than  the  average  for 
NHSC  sites.  Limiting  the  private  practice  sample  to  solo,  nonmetro- 
politan, primary  care  physicians  between  the  ages  of  thirty  and  thirty- 
five  reduces  the  annual  patient  visit  figure  to  6,627, l*  However,  this  is 
still  about  40  percent  higher  than  the  NHSC  average. 
A  number  of  factors  may  explain  these  differences: 

•  natural  selection  of  private  practices  into  the  most  productive 
and  financially  viable  locations 

•  unwillingness  of  local  populations  to  give  up  traditional  sources 
of  care 

•  salaried  reimbursement  of  NHSC  physicians,  as  opposed  to  fee- 
for-service  reimbursement  of  private  practices 

•  differences  in  the  style  and  quality  of  care  delivered 

•  continual  practice-building  and  start-up  periods,  due  to  turn- 
overs m  NHSC  physicians 

Identifying  the  relative  importance  of  these  factors  is  critical  to  deter- 
mining the  viability  of  the  one-or-two  physician  practice  model  which 
has  so  far  dominated  the  NHSC  experience.  Some  of  these  possible 
sources  of  low  productivity  may  be  dealt  with  by  altering  program 
structure,  for  example,  offering  productivity  bonuses  for  NHSC 
physicians. 

If,  on  the  other  hand,  the  NHSC  is  to  serve  as  a  provider  of  last 
resort  in  areas  which,  under  current  insurance  and  reimbursemeni 
systems,  cannot  support  private  practices,  then  the  apparent  low 
productivity  and  high  cost  may  be  an  inevitable  component"  of  efforts 
to  redistribute  medical  care.  In  this  regard,  the  NHSC  would  be  much 
like  other  public  programs  which  provide  services  to  rural  and/or  poor 
populations  at  subsidized  rates.  Whether  or  not  this  is  desirable  for 

"Sharon  R  Henderson,  cd..  Profile  of  Medical  Practice.  1977,  {Chicago  American 
Medical  Associaiion.  1977).  daia  are  from  lablcs  on  patieni  visns  per  week,  hours  per 
week,  and  weeks  per  year 

"David  Emery.  Dan  Calvin,  and  Allen  Dobson.  "An  Analysis  of  NHSC  Economic 
Performance  for  Quarier  3.  FY  75."  U  S  Dcparimeni  of  Heahh,  Ed'icahon,  and 
Welfare.  Healih  Services  Admimsiraiion.  Office  of  Policy  Evaluation  and  Legisianon, 
Working  Paper  No  3.  February  1976.  Appendix  A 
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medical  care  is  a  political  decision  which  transcends  this  analysis. 

Per  physician  cost  of  the  NHSC  depends  on  several  factors:  total 
scholarship  money  awarded,  average  annual  salary  while  in  the  Corps, 
and  length  of  service.  Data  reported  above  indicate  that  Corps  physi- 
cians* salaries  were  approximately  $32,000  in  1975.  If  we  ignore  general 
inflation  and  assume  an  average  annual  scholarship  award  of  $1 1,000 
which  could  have  accumulated  interest  at  8  percent  for  seven  years 
(four  years  of  medical  school  plus  three  years  of  residency  training), 
this  adds  an  additional  cost  of  almost  $19,000  to  the  physician's  first- 
year  salary  and  to  each  year  up  to  the  minimum  required.  If  no 
physician  served  in  the  Corps  beyond  the  minimum,  then  the  average 
annual  cost  per  physician  would  be  about  $51,000.  To  the  extent  that 
physicians  stay  in  the  Corps,  scholarship  costs  can  be  spread  over  more 
years  of  service,  thus  reducing  average  annual  cost  per  physician. 
Unfortunately,  data  on  average  tenure  in  the  NHSC  are  not  available. 
However,  according  to  data  reported  in  Table  A2.4,  ihe  proportion  of 
physicians  remaining  in  an  underserved  area  for  at  least  one  additional 
year  has  increased  to  almost  50  percent  in  1977  and  1978,  compared  to 
only  26  percent  in  1976.  This  will  lower  cost  per  physician-year 
somewhat. 

In  1975,  median  net  incomes  for  physicians  in  nonmetropolitan 
counties  were  $48,286  for  all  specialties,  $41,900  for  general  practition- 
ers, $48,500  for  internists,  and  $46,000  for  pediatricians.19  Evidence 
cited  in  Appendix  1  suggested  that  physicians*  location  decisions  could 
be  influenced  directly  through  manipulation  of  the  reimbursement 
system  Although  calculations  were  necessarily  crude,  it  was  estimated 
that  if  physicians*  location  choices  are  relatively  sensitive  to  financial 
incentives,  the  average  annual  cost  per  physician  attracted  to  an 
underserved  area  might  be  on  the  order  of  $60,000  to  $90,000  per  year 
based  on. a  10  percent  increase  in  physicians'  net  incomes.  If  adjust- 
ments were  made  for  productivity  differences  between  private  and 
NHSC  practices,  then  the  two  policy  strategies  appear  to  be  roughly 
comparable  in  cost  per  physician  year. 

If  there  were  no  political  constraints  on  policy  options,  then  the 
redistribution  of  phvsicians  and  medical  care  services  in  general  could 

'•GafFncy.  Profile  of  Med ual  Practice,  p  256 
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be  fed  to  reform  of  the  system  of  paying  for  physicians'  services  This 
case  was  argued  in  Chapter  III.  However,  major  changes  in  either 
reimbursement  or  insurance  coverage  are  unlikely  in  the  near  future 
Given i  the  ex.sting  legislative  authority  for  a  greatly  expanded  National 
Health  Service  Corps,  it  would  seem  that  use  of  the  Corps  in  conjunc- 
t.on  w.th  institutional  providers  of  medical  care  services  may  be  an 
effective  strategy  for  alleviating  existing  physician  distribution 
problems. 
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Alternative  Methods  of  Evaluating 
Health  Handover  Distribution 


Abstract 


Four  desirable  characteristics  of  an  ideal  method  of  evaluating  health 
manpower  distribution  are  postulated.    Current  approaches  are  evaluated 
using  these  criteria  and  are  shovn  to  be  unsatisfactory.    An  alternative 
method,  based  on  the  economic  theory  of  production,  is  then  described. 
The  paper  concludes  with  some  recommendations  for  further  research. 

I«  Introduction 

Analysts,  administrators,  and  legislators  generally  agree  that  the  princi- 
pal health  manpower  supply  issue  is  no  longer  an  inadequate  total  supply  of 
personnel,  but  rather  a  maldistribution  among  activities  and  locations. 
Implicit  in  this  assessment  is  the  notion  that  there  are  known  optimal  distri- 
bution* agalnat  which  existing  manpower  allocations  can  be  compared.     In  the 
case  of  the  geographic  distribution  of  physicians,  such  a  comparlsion  might 
result  in  a  ranking  or  listing  of  areas  according  to  their  apparent  physician 
deficit  or  surplua.     Policy-makers  would  then  have  a  clear  indication  of  what 
types  of  reallocatlona  of  existing  physicians  and/or  aaslgnments  of  future 
physicians  would  lead  to  a  more  socially  desirable  physician  distribution. 

Although  described  very  simply,  this  scenario  underlies  much  recent 
federal  legislation  and  program  activity.    For  example,  the  National  Health 
Service  Corps,  Health  Professions  Loan  Forgiveness,  Health  in  Under  served  Rural 
Areas,  and  the  Rural  Health  Clinics  Act  in  one  way  or  another  all  rely  upon  the 
designation  of  certain  areas  as  "shortage"  lcoatlons  in  order  to  make  their  own 
ellocatlon  declalons.    Thus,  the  fiscal  stakes  involved  in  distributing  federal 
resources  are  already  large  and  could  grow  much  larger  still  under  schemes 
envisioned  by  some  national  health  insurance  proposals. 

This  paper  has  three  objectives.    The  first  is  to  describe  some  charac- 
teristics which  one  might  wish  to  incorporate  into  a  method  of  determining 
underservlce      This  in  turn  provides  a  backdrop  for  evaluating  exlatlng  methoda. 
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Lastly,  we  propose  an  alternative  approach  and  outline  some  exploratory 
research  to  investigatt  Its  feasibility. 

II.    Some  Dcslrablt  Characteristics 

Postponing  until  later  the  critical  question  of  data  availability, 
what  properties  would  ve  Ilka  an  Ideal  method  of  determining  underservlce 
to  have?     At  ltaat  four  come  to  Bind: 


•  an  explicit  Identification  of  the  good  which  Is 
In  short  supply, 

•  the  ability  to  Identify  the  source  of  the  under- 
service , 

•  Che  ability  to  make  cardinal  comparisons  across 
areas  or  populations,  and 

e    an  explicit  allocation  rule  for  addressing  the 
underservlce. 


The  first  of  the  four  Is  simultaneously  the  most  obvious  end 
the  most  complex  requirement.    Although  all  of  us  probably  feel  that  we 
have  a  good  intuitive  sense  of  shortage  or  underservlce,   I.e.,  we'd  know 
one  If  we  saw  it,  translating  this  notion  Into  a  formal  statement  Is 
entirely  a  different  macter.    The  problem  arises  primarily  because  It  Is 
health  that  we  are  ultimately  concerned  with  an  It  Is  also  health  that  so 
far  has  eluded  most  attempts  at  definition  and  measurement.     There  Is  a 
good  deal  of  Important  and  Interesting  research  underway  which  Is  tackling 
the  problem  of  developing  a  health  status  Index  [3,6,10].     However,  the 
short  term  prospects  for  a  widely  accepted  and  easily  Implemented  Index  are 
not  good. 

Clven  this  gap,  there  appear  to  be  two  principal  alternatives.  One 
defines  underservlce  In  terms  of  the  presence  of  111  health  and  focuses 
on  Items  such  as  mortality  from  various  causes  tr  among  particular  popu- 
lations, restricted  activity  days,  work  loss  days,  or  «i=--ae  Incidence. 
The  second  coocevCrates  on  measures  of  either  the  use  or  availability  of 
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medical  care,  e.g.,  physician  visits  and  hospital  admissions  as  use  measures, 
and  physician  and  hospital  bed  Co  population  ratios  as  availability  measures. 
As  luck  would  have  It,  availability  measures  are  probably  farthest  from  what 
it  is  that  we're  really  interested  in.  yet  readily  attainable  data  make  them 
the  aost  widely  used. 

The  second  characteristic  proposed  is  the  ability  to  identify  the 
source  of  the  underservlce .    Given  that  one  area  has  lower  health  or 
greater  illness  than  another,  what  are  the  reasons  for  these  differentials? 
In  asking  this  question,  it  is  important  to  emphasize  that  there  is  very  likely 
more  than  one  reason  for  underservlce.     This  in  turn  implies  that  there  is 
more  than  one  way  to  skin  a  cat.     One  need  not,  and  in  fact  should  not  be 
limited  to  a  single  type  of  resource  in  attempting  to  compensate  for  perceived 
maldistributions.    Thus,  not  only  should  our  method  identify  the  sources  of 
underservlce.,  but  also  their  relative  contributions  or  effects  on  the  value 
of  the  variable  meaaurlng  underservlce. 

We  would  like  our  method  to  tell  us,  on  the  one  hand,  whether  the 
problem  lies  in  too  few  physicians,  hospital  facilities,  or  other  medical 
care  personnel.     Or  should  we  focus  instead  on  factors  like  Incoae  levels, 
housing  and  sanitation  conditions.,  education,  nutrition,  or  transportation 
services7     It  is  Important  to  point  out  in  this  context  that  even  If  the 
latter  set  of  factors  has  a  greater  absolute  impact  than  medical  care,  it 
does  not  at  all  follow  that  the  former  should  be  neglected.     The  costs  and 
time  required  to  change  environmental  conditions  could  be  enormous.     If  so, 
medical  care  might  still  be  the  best  policy  option  even  though  it  is  not 
the  aost  important  health  determinant. 
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Clearly,  methods  which  define  underservlce  In  terms  of  either  Che  use 
or  availability  of  services  have  10  difficulty  In  satisfying  chls  second 
requirement.    Just  as  clearly,  however,  chey  do  so  In  a  purely  tautological 
fashion.     To  the  extent  that  one  Is  dissatisfied  with  defining  underservlce 
In  cervs  of  the  physician  Co  population  ratio,  for  example,  then  knowing 
that  Increasing  the  supply  of  physicians  will  alleviate  Che  underservlce 
Is  of  little  confort. 

The  Chlrd  desirable  property  Is  Che  ability  Co  make  cardinal  comparisons 
among  areas  or  populations.    This  Is  particularly  relevant  for  measures  of 
underservlce  which  are  defined  as  Indices  or  ComposlCes  of  multiple  factors. 
In  particular,  if  one  area  has  an  Index  value  of  fifCeen  and  another  a  value 
of  chlrty,  does  chls  mean  chat  Che  flrsc  Is  Cwlce  as  worse  off  as  Che  second? 
Should  lc  gee  Cwlce  as  many  addlclonal  resources,  assuming  chat  we  know  what 
Che  relevant  resources  are7    Thus,  unless  we  are  interested  only  In  relative 
rankings  of  areas,  which  for  some  purposes  may  be  fully  adequate,  lc  Is 
Imporcanc  chac  Che  measure  of  underservlce  permit  cardinal  as  well  as  ordinal 
rankings . 

Finally,  we  would  probably  like  Che  mechod  of  deCerminlng  underservlce 
Co  incorporate  a  meaningful  alloCaClon  rule.    Assuming  chac  Che  first  Chree 
conditions  are  satisfied,  how  should  addlclonal  resources  be  allocated  and 
where  do  we  stop?     For  example,  should  we  strive  for  equal  healch,  equal  use 
of  medical  care,  or  equal  availability7    AlCernacively,  are  cheie  minimum 
standards  or  chresholds  b«*low  which  no  area  or  populaclon  should  fall7  If 
one  brings  resource  Conscralncs  inco  Che  picture,  as  one  obviously  should, 
Chen  another  possible  rule  is  Co  maximize  Che  aggregate  ImpacC  on  Che 
measure  of  underse rv Ice  ,  given  Che  Hatted  budget.     Ultimately,  of  Course, 
these  types  of  considerations  require  political  and  social  deliberations 
which  transcend  che  more  narrow  Cechnlcal  calculations. 
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III.     Observation*  on  Current  Methods  of  Determining  Underservlce 

As  noted  In  the  Introduction,  some  recent  legislation  explicitly  requires 
considering  the  adequacy  of  health  manpower  supply  or  the  extent  of  under- 
servlce.   For  example.  Section  1122  of  the  Social  Security  Act  requires  chat 
the  adequacy  of  the  health  manpower  supply  in  an  area  be  taken  Into  considera- 
tion In  certifying  the  need  for  new  capital  expenditures.  Including  construc- 
tion.   What  Is  meant  by  "adequacy"  or  how  that  determination  Is  to  be  made 
are  not  specified.     Similarly,  the  Emergency  Health  Personnel  Act  of  1970 
(P.L.  91-623),  which  created  the  National  Health  Service  Corps  (NHSC),  the 
Health  Maintenance  Organization  Act  of  1976  (P.L.  93-222),  and  the  Health 
Professions  Education  Assistance  Act  of  1976  (P.L.  94-484)  require  the 
Secretary  of  DHEV  to  designate  health  manpower  shortage  areas  for  the  purposes 
of  assigning  NHSC  personnel  and  forgiving  medical  education  loan  obligations. 
Again.  Mttle  guidance  Is  given  other  than  suggesting  criteria  such  as 
"...manpower  to  population  ratios,  Indicators  of  need  such  as  Infant  mortality, 
access  to  health  services,  health  status,  and  the  number  of  foreign  medical 
graduates"  (17). 

What  methods  have  been  used  to  make  such  designations?    Early  In  1976, 
the  National  Center  for  Health  Statistics  analyzed  variations  In  Infant 
mortality  by  State  Economic  Areas  (SEA)  (7J.    The  Rural  Health  Coordinating 
Committee  later  decided  to  designate  any  SEA  which  was  among  the  highest 
fifty  In  either  white,  non-white,  or  total  Infant  mortality  as  a  High  Infant 
Mortality  Area  (14).    The  Bureau  of  Health  Manpower  defined  Irs  Critical 
Medical  Shortage  Area  (for  physicians  and  physician  extenders)  as  an  area 
which  has  a  ratio  of  resident  population  to  fulltlme  equivalent,  non-federal, 
primary  care  physicians  greater  than  4000:1  (16).     (Adjustments  are  made  to 
the  ratio  If  there  Is  a  contlnguous  area  which  has  a  population  to  physician 
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ratio  lets  than  2000:1.)    Finally,  Che  Bureau  of  Community  Health  Services 
employed  the  Index  of  Medical  Underservice  to  designate  medically  underservice 
areas  for  the  federal  HMO  program  [5]. 

Identification  of  the  ranking  criterion  in  the  first  tvo  cases  is 
self-evident .    More  problematic  are  hov  the  cutoff  point  was  chosen  and, 
perhaps  most  importantly,  what  implications  the  particular  ranking  or 
criterion  has  for  health  manpower  distribution  or  policy.     In  particular, 
the  High  Infant  Mortality  Area  designation  by  Itself  conveys  no  Information 
at  all  about  the  availability  or  use  of  medical  care  resources  or  about 
other  factors  that  might  influence  geographic  variations  in  mortality. 
Conversely,  use  of  the  population  to  physician  ratio  says  nothing  about 
the  health  state  of  the  population.     Furthermore,  the  single  cutoff  point, 
even  If  based  upon  expert  opinion  and  average  conditions,  falls  to  take 
account  of  the  extensive  geographic  variation  in  population  characteristics, 
physician  characteristics,  the  availability  of  hospital  beds  and  non-physician 
personnel,  as  well  as  variations  in  geographic  and  environment  conditions  (1,13]. 

The  Index  of  Medical  Underservice  (IMU)  is  the  most  sophisticated  aproach 
taken  so  far  (5].    Using  a  variety  of  techniques,  groups  of  experts  in  three 
states  aade  consensus  assessments  of  the  scarcity  of  personal  health  services 
in  communities  in  their  states.     Statistical  techniques  were  then  used  to 
develop  a  set  of  weights  for  combining  four  variables  (physicians  per  1,000 
population,  percentage  of  the  population  below  the  poverty  level,  percentage 
of  the  population  age  65  and  over,  and  the  infant  mortality  rate)  such  that 
the  composite  index  produced  a  ranking  which  would  be  consistent  with  the 
expert  assessments .     On  iverage,  the  model  explained  about  sixty  percent 
of  the  variation  in  local  experts*  assessments. 
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Lven  If  the  DGJ  can  successfully  rank  areas,  its  major  difficulty  Is 
Chat  It  suggests  very  little  about  the  sources  or  causes  of  underservlce, 
or  what  policies  sight  be  used  to  address  the  probleos  [19].  Further, 
because  the  IKU  Is  an  artificial  Index  with  no  ready  Interpretation,  Its 
power  Is  Halted  to  ordinal  rankings.    Thus,  one  cannot  make  meaningful 
compulsions  across  areas,  nor  Is  there  any  obvious  way  to  select  the  appro- 
priate cutoff  point.    This  problem  was  Illustrated  by  two  studies  [8,12] 
which  compared  adequately  served  and  undir served  non-metropolitan  counties 
designated  by  the  Bureau  of  Community  Health  Services.     There  were  no 
statistically  significant  differences  In  physicians'  patient  loads,  hours 
worked,  and  appointment  waiting  times,  or  In  households'  medical  care  use 
and  medical  conditions. 

Although  this  has  been  a  fairly  cursory  review.  It  points  out  some  of 
the  difficulties  faced  by  existing  methods.     In  fairness,  however.  It  should 
also  be  emphasized  that  most  of  these  methods  were  designed  only  to  determine 
eligibility  for  Certain  programs.     For  these  purposes,  they  may  function 
quite  adequately.     If,  however,  designation  of  underservlce  plays  a  more 
direct  role  either  In  allocating  program  funds  or  In  determining  reimburse- 
ment levels,  then  more  work  seems  needed.    The  next  section  proposes  and 
describes  an  effort  in  this  direction. 
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IV.    An  Alternative  Approach 

The  conceptual  framework  for  the  proposed  alternative  approach  is  che 
economic  theory  of  production.    Vary  briefly,  this  theory  le  a  representation 
of  how  firms  combine  rasources  to  produce  final  produces.    One  result  la  a 
sac  of  genaral  rules  which  s  firm  cap  folio'  to  minimize  its  cose  of  producing 
a  given  level  of  output.     In  affect,  chase  rules  guide  Che  efficient  allocation 
of  inputs,  given  chair  prices  (e.g.,  various  wages,  material  coses,  and 
interest  races)  and  Che  nature  of  che  production  technology  (i.e.,  Che  sec 
of  technical  factors  which  govern  or  lirit  tha  way  in  which  the  Inpuca  can 
be  c  omt  Ined  ) . 

In  order  co  apply  this  theory  co  che  problem  under  discussion,  let  us 
assune  for  now  chat  che  flrsc  criterion  identified  In  Secclon  it  Is  satisfied, 
I.e.  t  there  Is  an  accepcable  measure,  either  positive  or  negative,  of  healch. 
(This  assumpclon  will  be  relaxed  In  che  discussion  of  rasearch  Implications.) 
Let  us  also  chink  of  healch  as  che  final  produ-.c  which  result*  from  combining 
Mdical  care  wlch  ocher  relevant  factors  which  affect  tealth,  such  a?  bahavlor, 
heredity,  end  environment.    While  there  Is  obviously  no  organized  coapany  or 
firm  which  consciously  chooses  healch  output  levels  and  corresponding  coabln 
tione  of  Inputs,  one  can  nevertheless  conceive  of  a  statistical  relationship 
which  could  be  referred  to  as  a  production  function,  i.e.,  a  relationship 
between  an  output,  health,  and  a  set  of  inputs  and  technical  corstralnts, 
aedlcal  care,  behavior,  etc. 

The  advantage  of  this  analogy  Is  that  It  suggests  the  conctipt  of  the 
marginal  product,  which  is  simply  defined  as  the  change  in  output  for  a  small 
change  in  the  quantity  of  one  Input  when  the  quantities  of  the  other  inputs 
are  held  fixed.    Using  general  notation  to  represent  the  statistical 
relat ionship,  e.g.  , 
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(1)    0  -  f (M , B , H , E , )  ,  where 

D  -  health  measure 

M  -  medlcel  cere 

B  "  behavioral  factors 

H  -  hsredlty  factors 

E  ■  environmental  factors. 


the  mathcmatlcel  definition  of  th«  marginal  product  It  Juet  the  first  partial 
derivative  of  D  with  reepect  to  Hv  or 


The  exact  value  of  t'<«  marginal  product  depende,  of  course,  on  the  choice  of 
the  eat  hew  tic  el  font  to  represent  the  function  f,  the  estimated  coeff  lclente, 
and,  moat  importantly,  ths  vsluce  of  verlablce  H(  B,  H,  and  E.    When  evaluated 
uelnf  veluee  for  e  epeclflc  location  end/or  population  group,  thle  concept 
has  two  adventegee.    First,  it  rslates  the  chan|s  in,  ssy,  the  number  of 
phyelcelne  to  the  changs  la  heelth.    Second,  It  tekce  eccount  of  the  other 
resources  snd  conditions  of  the  sree. 

Thle  epproech  also  suggssts  possible  criteria  for  esseeelng  the  adequacy 
of  hsalth  manpower  supply.    For  example,  one  might  poetulete  that  the  eree 
eetlmated  to  hsve  the  grcatcet  need  for  phyelclant  would  be  the  one  where 
eddltlonal  physicians  would  have  the  grcetcet  impect  on  the  health  indies  tor, 
glvsn  local  conditions.    This  Implies  simply  ranking  arcae  on  the  beele  of 
the  computed  marginal  product  of  physicians.    Note  thet  euch  e  ranking  would 
be  cardinal  ee  well  ee  ordinal,  in  the  ecnec  that  both  reletlve  end  absolute 
dlfrerencee  bstveen  ereee  would  heve  meaningful  interpretations. 

A  sscond  posslbls  criterion  for  defining  edequacy  sight  be  based  on 
ssklng  what  rsdlatributlon  of  physicians  across  areas  would  produce  the 
greateet  Impact  on  health,  given  existing  distributions  of  health  manpower 
and  facilities,    again  rsferrlng  to  the  enalogy  of  the  firm  attempting  to 
combine  resources  efficiently,  the  enewer  would  be  the  distribution  which 


(2)    30/3M  -  fM(M,B,H,E). 
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equalizes  marginal  products  across  areas.    Note  again  that  this  would  not 
necessarily  b«  iht  same  as  equalizing  health  or  equalizing  the  physician  to 
population  ratio  across  areas,  essentially  because  of  the  influence  of  other 
factors.     (This  criterion  also  implicitly  assumes  that  the  cost  of  an 
additional  physician  of  a  given  type  is  approximately  equal  across  areas.) 

A  third  possible  criterion  for  defining  adequacy  could  be  based  on  some 
minimally  acceptable  level  of  health  in  an  srea  or  for  a  population  group. 
Por  example,  given  a  socially  determined  target,  say,,  the  average  level  for 
the  U.S.,  statistical  estimates  of  the  production  function's  parameters 
and  sssixptions  about  the  costs  of  the  various  inputs.  It  is  a  relatively 
simple  calculation  to  determine  what  mix  o£  manpower  could  reach  the  given 
target  at  the  lowest  possible  cost  [13J.     In  this-  allocation,  resour.es 
would  be  distributed  so  as  to  sstisfy  the  condition  that  clu.  marginal  proouct 
per  dollar  spent  on  each  type  of  manpower  would  be  equal  across  both  areas 
and  types  of  manpower.     Areas  which  had  fewer  physicians,  nurses, >  etc.  than 
the  quantities  calculated  woi.ld  be  those  with  inadequate  supplies.  Further- 
more, this  approach  would  simultaneously  determine  manpower  targets  or 
requirements  for  such  areas. 
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V.    Research  Implications 

The  analytic  approach  described  in  the  preceedlng  section  say  appear, 
at  first  blush,  both  complex  and  mysterious.    However,  an  Initial  approx- 
imation of  the  relationship  represented  by  equation  (1)  can  be  estimated 
with  readily  available  data.    The  most  obvious  candidate  for  the  dependent 
variable  Is  an  area's  mortality  rate,  either  adjusted  for  variations  In  age, 
sex,  and  race  distributions,  or  defined  for  specific  age-sex-race  cohorts. 
Madical  care  resources  could  be  measured  by  3tocks  of  different  types  of 
health  manpower  and  health  care  facilities  available  In  an  area.    The  model's 
other  variables  could  be  approximated  by  a  number  of  population  and  area 
characteristics  variables.    To  date,  a  number  of  studies  have  demonstrated 
the  promise  of  this  approach  at  the  state  level  (2,4,11,18] . 

Further  refinement,  however,   is  clearly  needed  In  several  areas.  First, 
more  work  is  needed  on  defining  the  appropriate  dependent  variable.  One 
approach,  noted  above,   is  to  develop  some  type  of  health  status  Index. 
Alternative  and  more  Intermediate  approaches  night  focus  ct  mortality  rates 
disaggregated  by  cause,  rates  of  disease  prevalence,  or  morbidity  measures 
such  as  restricted  activity  days  or  disability  days.     However,  use  of  cause- 
specific  mortality  or  disease  prevalence  rates  requires  much  better  input 
data  on  the  quantities  of  medical  care  services  or  resources  used  to  treat 
particular  diseases  and  conditions.     Morbidity  measures  are  more  general, 
In  that  they  summarize  the  effects  of  essentially  all  diseases  and  conditions. 
Their  Jhortcomlng  Is  that  they  are  much  more  subjective  than  mortality  or 
disease  prevalence  measures,  since  terms  like  restricted  activity  or  disability 
require  individual  Interpretation      tn  addition,  each  of  these  possible 
definitions  shares  rhe  common  problem  of  measuring  only  one  part  of  the  health 
spectrum. 
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Reaearchers  obviously  have  little  choice  but  to  focus  on  each  of  these 
partial  measures  until  an  acceptable  and  easily  implementable  health  status 
index  is  available.    This  does  not  invalidate,  however,  studies  using 
mortality  or  aorbidlty  as  dependent  variables.     If  findings  regarding  the 
distribution  of  medical  care  resources  are  similar,   then  policy  implications 
will  still  be  relatively  clear.    On  the  other  hand,  if  results  are  incon- 
sistent for  the  two  measures  (for  example,  making  more  physicians  available 
may  reduce  mortality  but  Increase  morbidity),  then  this  identifies  an  im- 
portant policy  dilemma  which  might  be  masked  by  an  index  measure.  Resolving 
such  a  dilemma  is  primarily  u  social  and  political  issue,  rather  than  a 
research  issue. 

A  second  needed  refinement  relative  to  earlier  health  production  function 
research  is  focusing  on  geographic  areas  smaller  than  the  state.    The  state 
is  generally  too  aggregated  a  unit  to  deal  with  current  concerns  over  resource 
maldistribution     Disaggregating  to  the  county  level,  however,  is  also  in- 
appropriate because  of  cross-county  travel  patterns.    Two  promising  possibilities 
are  the  Census  Bureau's  designations  of  State  Economic  Areas  and  County 
Croupa.    Dividing  states  into  SMSAs  and  non-SMSA  county  groupings  is  another 
approach,  although  some  needed  data  for  non-SMSA  counties  may  be  difficult 
to  obtain.     Alternatively,  one  could  simply  use  the  SMSA  as  the  unit  of 
analysis,  although  this  clearly  precludes  investigating  urban/rural  distribu- 
tion problems  [9,15] . 

Third,  data  on  stocks  of  available  medical  care  providers  should  be  re- 
placed by  information  on  the  use  of  medical  services.    This,  unfortunately, 
would  require  substantial  expansion  of  existing  data  collection  efforts  A 
possible  alternative  ma/  be  to  use  available  data  to  explore  the  relationship 
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between  the  stock  of  available  providers  and  the  supply  of  medical  care 
services,  i.e.,  the  production  function  for  medical  care  (9].  One 
might  then  extend  inferences  to  areas  for  which  direct  observations  on 
medical  care  use  ars  not  available. 

Another  possible  «ource  for  medical  care  use  data  is  insurance  claims 
records.    Medicare,  Medicaid,  and  selected  private  insurance  claims  files 
are  already  being  tapped  for  research  purposes  in  some  areas.  Unfortunately, 
the  fragmented  nature  of  the  private  insurance  sector  probably  precludes 
any  use  of  such  data  on  a  comprehensive  basis.    This  would  be  a  very  rich 
source  of  information  under  a  more  unified  health  insurance  system. 

Although  the  conceptual  model  underlying  the  analytic  approach  described 
in  this  paper  is  quite  simple,  it  is  unlikely  that  these  methods  could  be 
applied  successfully  at  the  small  area  or  local  health  planning  level.  There 
ars  generally  too  few  data  observations  with  probably  too  little  variation  to 
permit  reliable  estimation  of  the  necessary  statistical  relationships.  Thus, 
these  methods  ars  applicabls  primarily  at  the  regional  of  national  levels. 
Ths  principal  role  of  small  areas  should  be  to  supply  local  data  and  informa- 
tion which  could  be  used  to  supplement  and  modify  data  available  from  centralized, 
national  sources,  such  as  health  manpower  and  health  care  facility  professional 
aasociat  ions. 

If  health  planning  is  to  become  a  oeaningful  component  of  the  medical 
care  system,  then  improvements  in  planning  methods  are  needed.    This  p*?et 
has  examined  one  part  of  the  planning  process,  evaluating  health  manpower 
distributions.     Existing  methods  have  several  major  shortcomings.    An  alterna- 
tive approach,  based  on  the  economic  theory  of  production  was  outlined.  While 
many  difficulties  still  remain,  an  approximate  form  of  this  method  can  be 
implemented  at  the  regional  or  national  levels  with  existing  data.  Further 
refinements,  however,  will  require  additional  investments  in  data  collection 
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Mr.  Grossman.  I  want  to  thank  all  the  witnesses  who  appeared 
here  today.  The  committee  will  stand  in  adjournment. 
[Whereupon,  at  12:46  p.m.,  the  subcommittee  was  adjourned.] 


